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_ the first ingredient in balanced anaesthesia 


‘INTRAVAL’ SODIUM 


THIOPENTONE SODIUM 


MANOCFACTURED BF 


MAY & BAKER LTD 


DIST RIBC TORS 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD + DAGENHAM 
: 











BKAYLENE (brand of colloidal Kaolin B.P.) in the treat- 


ment of Diarrhoea, Food Poisoning, Acute Colitis and in all 
conditions due to toxic absorption from the bowel. 


BAYLENE-OL (brand of colloidal kaolin B.P. and 


liquid paraffin) in the treatment of Intestinal Stasis, Toxzemia, 
Chronic Colitis and Spastic Constipation, 


MAGSORBENT (brand of magnesium trisilicate B.P.) 


Powder and Tabiets, in the treatment of Gastric and Duodenal 
Ulcer, Hyperchlorhydria and Acid Fermentation. 


Samples and literature on request 


KAYLENE, LIMITED 


WATERLOO ROAD, LONDON, N.W.2. 
Sole Distributors : ADSORBENTS, LTD. 
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for prolonged therapy . . 


‘MIXTAMYCIN by 


plus dihydrostréept 


Distributed by - «+ with veiine ed olotoxicity 


ALLEN & HANBURYSLID. BRITISH DRUG HOUSESLTD. BURROUGHS WELLCOME &CO 
EVANS MEDICAL SUPPLIES LTD IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD 
Manufactured | 


THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED 


™ eners of the trade mark * M mycin ® a—_ Sa 
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Comes a baby a month or two before he is due—and this infant “featherweight’ 
brings with him an urgent need for extra protein. Indeed, many premature babies 
grow about twice as fast as full-term infants; consequently they may need about 


twice as much protein 


lortunately—with the help of Casilan—this penchant for protein need not 
disturb the even tenor of those early days. With bottle feeds and with those 
‘pipetted’ mixtures, Casilan goes just as unobtrusively as with adult fare. And 
every ounce of this milk protein powder contains 26 grams of first-class protein 
more protein than in a pint and a half of 

milk or four eggs! 


-—_—_ 


’ / 


CASTLAN- 


In 8 oz. and 40 oz. containers 


milk protein powder 
GLAXO LABORATORIES LTD., 


GREENFORD, MIDDLESEX BYRON 3434 
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An indispensable new volume in 


“THE PRACTITIONER” SERIES 


CLINICAL PSYCHIATRY 
for 
Practitioners and Students 


by IAN SKOTTOWE, M.D., M.R.C.P., D.P.M. 


Medium 8vo. 416 pages 368. nel 


Intended primarily for general practitioners, and for specialists in various 
branches of medicine who seek practical guidance in the many psychiatric 


problems which they are likely to encounter in their day to day work. 


CONTENTS IN BRIEF 


Section |: THe PRINCIPLES OF CLINICAL Section Ik: Cuinicat DescripTion OF 
. PsyCHIATRIC DisORDERS iffective Dis- 
PsyCHIATRY—Psychiatry and General Medi- VCHIAT! flee ve is 

; orders—Schizophrenic Disorders ‘aranoid 
cine—The Nature, Forms and Incidence of Disorders—Organic Psychiatric Disorders 
Mental ill-Health—--The Factors concerned Obsessional Disorders —Hysteria— Dis 
orders of Mental Development—Psycho- 
pathic Personalities--Psychiatric Disorders 
The Principles of Treatment in Children —Index 


in Mental Iliness—Psychiatric Case-Taking 


An established textbook again reprinted 


DISEASES OF THE HEART 
AND CIRCULATION 


by PAUL WOOD, 0.B.£., M.D., F.R.C.P. 
Royal 8vo. 624 pages. 355 illustrations. 70s. net (3rd. impression now available) 


Published by 


Eyre & Spotrriswoove for “ THE PRACTITIONER” 
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THE EXTRA PHARMACOPCIA 
(Martindale) Volume 1! 


The recently published 23rd. edition contains information on all 
worth-while products used in medicine. 
a model reference book on pharmacology.”’--New Zealand Medical Journai 


the book is not used so widely in the United States as it deserves to be.” 
Journal of the American Medical Association. 


containing 1352 pages packed with useful, accurate and often singular in- 
formation for the doctor and pharmacist.”’—-British Medical Journa! 


. . Martindale is in fact unique; and all pharmacists and physicians will wish 
to have this extremely valuable book."’——Lancet 


Pages xxii-+ 1352 Price 55s. (postage Is.) 


THE PHARMACEUTICAL PRESS 
17, Bloomsbury Square, London, W.C.1 











DISC 
LESIONS 


for the General Practitioner 
JAMES CYRIAX, M.D. 


The first publication on disc lesions specially for the general practitioner 
and student. Dr. Cyriax deals with the type of case often dismissed as 
“ fibrositis '’ or ‘ rheumatism,”’ whose treatment is generally as dull for 
the doctor as it is unrewarding for the patient 
From this small pamphlet the reader can learn how to assess the history, 
conduct the clinical examination, make a precise diagnosis and carry ou. 
effective treatment. The indications for alternative treatments are set 
out for disc lesions not reducible by manipulation. 

Demy 8vo. Paper, Ss 


CASSELL 
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ELECTRO- 
ENCEPHALOGRAPH 


The Marconi 6-channel E.E.G. is the product of unremitting electrical 
development and exhaustive pre-production trials. In many parts of the 
world it has gained the confidence of operator and neurologist, many distinctive 
features contributing to an exemplary performance 

e Adjustable floor-stand with fourteen non-polarisable silver silver chloride head- 
electrodes @ Balanced high-gain amplifiers @ Frequency response extending 
from a fraction of a cycle up to 75 cycles for direct recording e Six-channel 
y-speed recorder with marker and timing pens @ “Universal” amplification 
up to s000 c's for use with external apparatus. 


MARCONI instruments 
A METRY » THERAPEUTIC AND X-RAY 


MARCONI INSTRUMENTS LTD - ST. ALBANS, HERTS - Phone: St. Albans 6161/7 
Local Marconi Sales & Service Facilitic available in BELFAST~+ CARDIFE GLAS« 
LEAMINGTON SPA LIVERPOOL LONDON NEWCASTLE SHEPPIELD SUUTHAMPION 








wi 
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Armour against pain... 


Three thousand years of seeking added little else but 
“Sweet Vitriol’’ and the poppy to man’s armoury 
against pain Today, medical science has at hand 
the widest range ol apparatu for anesthesia in the 
theatre, analgesia and oxygen therapy in the ward 

pertected and made by rue BRitisH OXYGEN 


COMPANY, 





With the apparatus the B.O.¢ produc es the 
gases, and with the gases, a service which responds 


instantly, by day or night, to any call. 


THE BRITISH OXYGEN CO. LTD 


WEDIC AL DIVISI 
A40'Ca> / Great West Road 
fh. de be, , Brentford 

\ Middx. 


SERVICE AS UNIVERSAL AS 17 
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Elastoplast 
Porous Adhesive Bandages 


are now prescribable 
on Form E.C.10 





The adhesive mass of 
Elastoplast ts now rendered 
porous by a special 

process. The bandage with 
the Porous Adhesive 

has all the advantages 
associated with Elastoplast 
lirm adhesion, compression 
and support— while permitting 
free evaporation of sweat 


The price is unchanged 


When prescribing Elastoplast, 
add “* Porous Adhesive *’ 

to your script. Full details 
from Medical Division, 


r. J. Smith & Nephew Ltd., Hull. 


Outside the British 
Commonwealth Elastoplast ts 


known as Tensoplast 


Elastoplast 


POROUS ADRES EV SE 
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SPECIALLY TRAINED 











The Spencer Dispenser-Fitter dealing in medical and surgical supports 

is specially trained in therapeutic Support Fitting 

¥% She has studied elementary anatomy and the relation of body mechanics 
to health. 

% She has been trained to follow surgeon's and doctor's instructions 

% She offers her services any time, anywhere in surgery, hospital, or home 
Tell her what you want—-let her save you time or bother. Let your 
patients enjoy the benefits of individual attention, personal service 

Every Spencer Support—for men, women, children—-for back, abdomen, 

breasts—-is designed to meet the medical needs of each patient. Spencer 

offers an individual service to each patient 

For further information and Brochure on Spencer Supports write to 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


Surgical and Orthopaedic Supports 


BANBURY OXFORDSHIRE 


SPENCER HOUSE 
Tel.: Banbury 2265 


Branch Offices and Fitting Centre 


LONDON; 2, South Audley Street, W.! Tel. GROsvenor 4292 
MANCHESTER: 38a, King Street, 2 Tel: BLAckfriars 9075 
LIVERPOOL : 79, Church Street, | Tel: Royal 4021 
LEEDS: Victoria Buildings, Park Cross Street, | (opposite Town Hall 
Steps) Tel. Leeds 330821 
BRISTOL: 44a, Queens Road, 8 Tel. Bristol 24801! 
GLASGOW : 86, St. Vincent Street, C.2 Fel. Central 3232 
EDINBURGH: Wa, George Street, 2 Tel. Caledonian 6162 

APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 

Trained Retailer-Fitters resident throughout the Kinedom Name and addres i nearest Fitter supplied 

reque 


Copyright 
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IN PEPTIC ULCER and VAGAL OVERTONE 


“1.2.5. 


(Trisilicate-Oil-Compound) 
OIL INHIBITIVE THERAPY 


EMULSION TABLETS 


“T.O.C.” Emulsion. Each fluid “T.O.C.” Tablets. Each tablet 
ounce contains Ol. Arachis B.P. contains Vitamin C B.P. 12°5 
| dr. together with Magnesium mgm., Ext. Bellad. Sicc. B.P. 
Trisilicate B.P. | dr. in fine creamy \ gr., Phenobarbiton. B.P. | gr. 
suspension The dose is one The dose is one or two tablets 
tablespoonful every four hours. as directed. 

In bottles of 8, 20 and 90 fl. ozs In bottles of 25, 100 and 500 


Cc. J. HEWLETT & SON LTD 


Manufacturing Chemists 


35-43 CHARLOTTE ROAD, LONDON, E.C.2 
Also at 216 ORR STREET, GLASGOW, S.E 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 


President—Tut EARL, SPENCER 
Medical Superintendent--THOMAS TENNENT, M.D., F.RLC.P., DPE, DPM 
This Registered Hospital is situated in 130 acres of park and pleasure grounds. \oluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
patients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio 
logical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 
in one of the numerous villas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. It contains 
special departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged 
immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, &c There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated 


MOULTON PARK 


T'wo miles from the Main Ho pital there are several branch establishments and villas situated in a park and 
farin of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has its 
own private bathing house on the seashore. There is trout fishing in the park 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines 
Northampton), who can be seen in London by appointment 
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Nervous 
Exhaustion 


Practitioners often encounter patients whose ill-health ts due 

mainly to emotional or neurotic disturbance. Frequently 

there appears to be no physical basis and their principal 
symptoms are usually undue nervousness, fatigue and poor appetite 
For these mildly neurasthenic and exhausted cases * BepLere’ Wyeth is uniquely 
appropriate. It contains Phenobarbitone and Vitamin B-complex as an appetising 
Elixir, and so provides a quieting relaxation, while at the same time supp'y.ng 
nutritional factors known to be essen- —, 
tial for the energy requirements of ey ae bb an: an “ “ 
10 me Pyvidovine Hydrochloride p43 


Nicotinamide BP 100 me Pantothenyl «loohol 
O2me ‘equivalent to 212 me Pantothenic Acid 


} 
‘Beplete’  ———_— 


Vark 


nervous metabolism 


John Wveth & Brother Ltd.. Clifton House, Euston Road, London, NWI byeth 





> aces 


FOR FLAT FEET! 


The largest single cause of foot is practically indistinguishable in 

trouble in childhood—pronauon wear from any of the first-class 
could easily become the least shoes made for normal young 

‘Inneraze’ shoes provide the feet by Start-rite. 

complete answer: they apply the 

wedge principle at its most sensible, 

built into the shoe itself. This, INNERAZE Shoes by 

together with the buttressed heel, . 

gives a corrective support that lasts 


the life of the shoe, unaffected by ™ 

wear or repair. And because the / 

wedge cannot be seen ‘ Inneraze’ { \ * ) 
* A 


For dlustrated leaflet and the names and 
addresses of suppliers, please write tu * 
meagre Director, James Southall & 

Ceo. td, 34 St. George Street 

Hanover Square, London, W.! 


Supplied only against medical prescription 
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suing | NEPENTHE ) 


Registered 


THE SAFEST AND BEST PREPARATION 
OF OPIUM 
Nepenthe contains all the constituents of 
opium and has been prescribed for over 100 
years. it has been found by generations of 
practitioners to be the best preparation of 
opium, as it does not cause the unpleasant 
after-effects usually attributed to opiates. it 
can be given over a considerable period and 
the effect remains invariably constant, 











Packed in 2-oz., 4-oz., 6-oz. and 1!6-oz. 
bottles, and for injection in 4-oz. rubber 
capped botties, sterile, ready for use. 


CFERRIS ) 


BRISTOL 


Telephone: Bristol 21381 
Telegraphic Address: FERRIS, BRISTOL 




















= 


Out of Your Ground 


There are so many occasions when one 
realises how difficult it is to be well- 
informed on all the financial problems 
NU-SAN dressing represents an important advance - se . 1s 
in the treatment of burns, scalds, wounds and eleore which arise in these complicated days. 
it te non-greasy, yet does not stick to raw wound That is why our organisation includes 
surfaces. It provides efficient antiseptic and, promotes bs 


healing. a number of departments which are 
RECENT CLINICAL REPORTS each expert in one or other of these 


- « »« the number of . .. the results have been ‘ . 
times a patient has to outstanding, the ulcer matters departments which deal with 
attend for dressings is healing in 3-4 weeks 


about a quarter... we it does not _ become Foreign Exchange, which understand 
h f ° h. a6 . oan 
eo ae eek ae eet, FALSE the complexities of Wills and Trusts, 


ful in preventing sepsis, they do not stick, but at 


keeping the wound dry the same time allow the thi , ¢ iT} 
gael he ER Ay EE which will not get lost in the labyrinths 


Sree (Se. SA. FAAS. of Income Tax and so on. Customers 
' may, in consequence, bring to us any 


matter of this kind, in the confident ex- 
pectation that they will receive efficient 
attention and sound advice 


surgical dressing 
Supplied in containers of Ww E Ss 7 M I N S 7 L R B A N K 
5 and 10 pieces, also in bulk for Hospitals LIMITED 


Manufacturers and Sole Selling Agents 
DALMAS, LTD., LEICESTER & LONDON. Estd. 1823 
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EFFECTIVE non-toxic ANALGESIA 


RHEUMATIC DISEASES THE NEURALGIAS 


THIONATODINE V. 


LOGEAIS. 


ILODINE--SULPHUR~MAGNESIUM COMPLEX 
with VITAMIN B, 


injections tablets 


FOR THE RELIEF OF ALL PAIN OF RHEUMATIC OR 
NEURITIC ORIGIN 


Literature and clinical sample on request 


Sole distributors QBN (H RIB ota, (h sO) ee 


11-12 Guilford Street LONDON WCI 











—— HORMOTONE“T” 


Naturally Occurring Oestrogens for Oral Therapy 


Each tablet contains |,000 international units of natural 
oestrogenic hormones combined with 1/10 grain thyroid 
and acts directly upon the endometrium, inducing hyper- 
plasia of the uterine mucosa. Indicated in cases of oestro- 
genic deficiency, including menopausal symptoms, 


amenorrhoea and hypomenorrhoea 


Bottles of 40 and 250 specially coated tablets 


Professional samples available on request ® > 


G. W. CARNRICK CO. 


Distributors: Brooks & Warburton, Ltd., 232-242 Vauxhall Bridge Road, 








ns London, S.W.1 Tel. Vic. 1282 =m ——EE 
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A natural source of the B vitamins, which is easily included 

in the diet and provides riboflavin (1.5 mg. per oz.), nicotinic 

acid (16.5 mg. per o2.), folic acid, pantothenic acid, pyridoxin, 
biotin, choline, inositol and p-aminobenzoic acid 








Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 
THE MARMITE FOOD EXTRACT CO. LTD., 35 SEETHING LANE, LONDON, E.C.3. 


Literature on request 











‘Thank you, Nurse— 
now watch me take my 


ANALGESIC - RESOLVENT 
COUNTER-IRRITANT 
A solid embrocation without disagreeable 
odour. Will not stain clothing 
Indications 
RHEUMATIC & MUSCULAR 
PAINS, NEURALGIA & 
HEADACHES, BRONCHITIS, 
CATARRH, LARYNGITIS 
Action 


The analgesic properties in Ralgex 
afford rapid relief of all rheumttic 
and other pains. 

Ralgex acts as a counter-irritant in 
cases of Bronchitis, Catarrh, 
Laryngitis or Pharyngitis 


Clinical samples and literature | 
gladly sent upon request. 4 A S eep sweeter 
PHARMAX 
PHARMAX LIMITED e 
PROOUCT / | ourn-vita 


The Organ Works, Old Hiii, 
—— made by Cadburys 
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Not whether but how 


FERROUS SULPHATE is now recognised as the most efficient 
form of iron treatment for hyvpochromic anamias The 
question is therefore not “ whether” but “how” it should 
be administered. 


The preparation should not be too bulky, nor cause 
gastro-intestinal upset, yet it must disintegrate quickly 
and produce maximum haematopoietic response 


In *PLasruces” ferrous sulphate is presented in its most 
attractive form—in a semi-solid base in a capsule which 
rapidly dissolves in the stomach, thus en ng mmm 
absorption *PLASTULES ” induce a rapid response: without 
gastric upset 


PLASTULES. 
with Liver Eat 


PLASTULES~*> /Heamatinic Compound 


Trade Mark 


Wyeth 


JOHN WYETH & BROTHER LID, CLIFTON HOUSE, EUSTON ROAD NW 





...+.+.»*PABYRN’ PROTEOLYSED LIVER B.P.C. 
is whole mammal liver which has been subjected to an 
enzymic hy ysis to re luce it 1 ncentrated 
palatable and idily assimilable forn The a 
content of the ccighal liver is retained, 1g the 
Vitamins f the B mplex, folic acid Vitamin B , the 
yrowth factor and all other naturally occurring factor: 
prese nt in raw liver 
i daily‘ PABYRN ' PROTEOLYSED LIVER 
haemopoeietic principles for th 
oblastic anaemia: In addition it form: 
amino-acid supplement a! may 
i in large doses for ther 
readily assimilable protein in dietery 
the treatment of burns and other con 
s heavy loss of plasma protein 


urther details and samples of ‘ PABYRN' PROTEOLYSED LIVER B.P.C. are available from 


PAINES & BYRNE LTD., Greenford, Middlesex 
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AN INVALUABLE AID INEXPENSIVE - SIMPLE - ROBUST 


Syringe contents indicator clips made to fit all sizes of syringe and 
covering all types of drugs 


The clips clearly indicate he 


ontents of the syringe and also prevent the synnge 


IY from possbly rolling, and as so often happens, tailing on the floor and breaking 
Manufactured by MEDICAL PNEUMATICS LTD. 28 THAYER ST.. LONDON, W.! 








|The Cestra Mask 


‘for 


Cy, rane 


SURGEONS 
and NURSES 


\ 
7 Made by: Robinson & Sons 
SPECIALISE Led., Wheat Bridge Mills 


IN EQUIPMENT CHESTERFIELD 
FOR 


\ BACTERIOLOGICALLY TESTED AND 
SPECIALLY DESIGNED FOR THE 
PREVENTION OF DROPLET INFECTION 


\ 

. . -_ £ . After many bacteriological experiments this mask was 

( “a ) | I . oS designed to arrest all droplets from the mouth and 
i FM j| = , nose, and so to prevent contamination during operation 
The Cestra’’ Mask consists of 4 layers of fine dental 

gauge it fastens securely under the chin, has an arr 
gap at the sides, is comfortable to wear for long 

periods and may be easily sterilized 


TRADE MARK 


CYPRANE LTD. 
London Office: King’s Bourne House, 229 23! 
HAWORTH, KEIGHLEY, YORKS High Holborn, LONOON, WC 


Obtainable from Chemists and Medical Stores 














ROYAL NAVAL MEDICAL SERVICE 


Candidates are invited for service as Medical Officers in the Royal Navy—preferably below 
28 years. They must be British subjects whose parents are British subjects, and be medically fit 
No examination will be heid, but an interview will be required. Initial entry will be for four 
years’ short service, after which gratuity of £600 (tax free) is payable, but permanent 
commissions are available for selected short service officers. Consideration will be given to the 
grant of up to two years ante-date of seniority in respect of approved periods of service in 
recognised civil hospitals, etc. FOR FULL DETAILS APPLY MEDICAL DIRECTOR-GENERAL 
ADMIRALTY, S.W.!. 
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XYLOCAINE 


Right at the top! 


The anaesthetic chosen by Colonel Hunt's 
British team that conquered — Everest 
Xylocaine, manufactured by Duncan, Flock. 
hart & Co. Ltd., pioneer specialists 
in anaesthetics, is now available in 
packings and preparations suitable 


for all local anaesthetic techniques 


DUNCAN. FLOCKHART & CO. LTD. 
EDINBURGH LONDON 
104-8 Holyrood Road 155-7 Farringdon Road, E.C.1 


*Regd. Trade Mark Manufactured under Licence from A. B. Astra Sodertalje, Sweden 








Genuine Lastonet surgical stockings 


COMBINE LIGHTNESS 
WITH FULL EVEN SUPPORT 


Real Lastonet stockings are made from 


a specially fine elastic net which has an 
equal stretch in all directions to afford an 
even degree of support. As the net expand 
and contracts it gently massages the limb 
with positive benefit to the vein wall 
Every Lastonet stocking is, of course, made 


individually tothe patient's measurement 


MADE ONLY TO MEASURE 


E-L-A-S-T-I-C 


FEATHERWEIGHT WET STOCKINGS 
GUARANTEED FOR SIX MONTHS 


forms, full detaals and par 
from LASTONET Prop 


HM. COMNWALI 
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“99” in the treatment of 
ECZEMATOUS 
FURUNCULOSIS 


“Fog” is a concentrate of the 
active isomers of linoleic and 
linolenic acids, of standardised 
biological activity and the high- 





est achievable degree of purity 
It is available in capsule, liquid 
and oimtment presentations 
‘F999 ” is indicated in cases of 
Infantile Eczema, Adult Eczema, 
Furunculosis and other skin dis- 
orders associated with a deficiency 
ot essential fatty acids It is also 
successful in cases of Varicose 
Leg Ulcers of long standing 


Ji. tanen 1 notograph taken Oo 1ith Foo 
1948, before lebruary, 1949, after 20 weeks 
Fog". Inag treatment wth ne hog 
matous furunculosis of capsule daily, and application of 
hand f 20 years’ Fo9 " cantment, daily 


duration 
Literature on request 


INTERNATIONAL LABORATORIES LTD. pbep: pr 18, OLD TOWN, LONDON, S.W.4 





METHEPH 


Methylephedrine 
Hydrochloride 


for the Control of Enuresis 


bladder is defective. uninhibited refiex 
Metheph and full contro f 


When norma! physical control of the 
contraction can often be suppressed by 
enuresis in children secured in 3 t 4 wecks 

The action of *‘ Metheph’ is more prolonged than that of ephedrine. and it 
has fewer side-effects (8.MJ 1950, Nov 11 Enuresis *) 

The average dose required is one tabict (2 3 gram) as bedtume for children 
of 3 to 6 years, and 1} to 2 tablets for older children 

Metheph is also of great value in the relief of brontmal spasm and for 
the prevention of «asthmatic relapses 


Metheph ° is issued in tabiets (2/3 grain), in bottles of 


Freely prescribable under the N.H.S. Scheme 
I-N-Methylephedrine 


Metheph’-Regd. Trade Mark 


MOORE MEDICINAL PRODUCTS LTD 


ABERDEEN LONDON 


Literature available on request 
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RESPIRATORY CENTRE PULMONARY EDEMA 


and 
— BRONCHOSP ASM 


\ 





° | 
Cardopluflin provides é | point coverage 
lege bart ites 


in controlling the various complications of heart failure 


Benger Laboratories 





Cardophylin is presented in tablets, suppositories and 
empoules for intramuscular and intravenous administration. 


Literature is available on request. 


Cardophylin — manufactured by Whiffen & Sons Ltd., is distributed by 
BENGER LABORATORIES LIMITED + HOLMES CHAPEL +- CHESHIRE «- ENGLAND 
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Curalgicin torn. 


Thee Bsns 


relief of pain in acute otitis media 


—particularly in children 





In acute ear infections, few drugs are 
effective owing to their inability to reach the 
site of infection. By selecting an antibac- 
terial substance with a wide spectrum of 


activity and combining it with agents which 


decongest, promote drainage and reduce 
discharge, this difficulty is overcome. 
Auralgicin ear drops were designed for this 
purpose—they have proved particularly 


effective. 


BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE ENGLAND 














should prescribe 








ROTER TABLETS 


Give Immediate Symptomatic Relief—Long-Term Benefit 


Rapidly extending clinical experience clearly indicates the out- 
standing therapeutic success of ROTER in peptic ulcer. 

ROTER promptly abolishes subjective manifestations such as 
pain, discomfort and nausea. 

Accelerates healing, without undue dietary restrictions. Provides 
a true ambulatory treatment which is entirely free from the risk 
of unpleasant side-effects. Often obviates hospitalisation or 
surgical intervention. 

Each tablet nai Mag. Carb. Pond 40 wn ; ‘ SO Sed. Bicar 


ROTERCHOLON 


Provides A New Type of Hepato-biliary Therapy 


( alamus 25 me 


ROTERCHOLON gives a new and remarkably efficient 
approach to the treatment of cholecystitis, cholangitis and 
associated conditions. 

ROTERCHOLON has an unusually potent choleretic and 
cholagogic action. 

Possesses biliary antiseptic, sedative and mildly laxative 
properties 

Stimulates digestive function and favours assimilation of fat and 
fat-soluble vitamins. Thus it relieves inflammation of the biliary 
tract, inhibits formation of calculi and gives marked sympto- 
matic relief 

Each drages ntains’ Curcum. 120 mg, Ext. Fell B 6S n Ol. Menth. Pip. 10 me 


OL. Feoni 3 mg., Ol. Cari 2 mg., Aloe Pulv. 5 mg., Podoph | meg., Methyl Salicyl 2 mg 


Literature on, and a clinical trial svpply of, the above products will be gladly sent 
an request 


F, A.I.R. LABORATORIES LIMITED 


179 HEATH ROAD - TWICKENHAM - MIDDLESEX 
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Advertised and introduced ONLY to the 
Medical Profession 


GUTTILIN 


Automatic Dropper Tube 


(BENGUE PATENT) 


The Ideal Container and Dropper for 
Ophthalmic, Aural and Nasal Drop Medication 


This glass tube prevents contamination of the solu 
tion, maintains its stability and therapeutic action in 
definitely and facilitates the application drop by drop 
Solutions in Guttilin Tubes require no sterilization before 
use, are most convenient to the Practitioner, and also 
; to Patients for personal application of drops when 
List of q prescribed by the Physician 
solutions Pe eee ; 
BENGUE & CO. LTD., Manufacturing Chemists 


) ’ "ST 
on reques MOUNT PLEASANT, ALPERTON, WEMBLEY 


75 iu.per gelucap Pioylos 


For CARDIOVASCULAR-RENAL DISEASES 


Each gelucap contains a concentrate of natural esters (d, alpha tocophery! 
acetate) from vegetable oils, type VI, equivalent to 75 mg. dl, alpha toco- 
pheryl acetate (i.e. 75 international units). 
VITA-E is the genuine natural Vitamin E used by the 
x : . Shute Institute and recommended by the Shute Founda- 
EXTENSIVELY tion for Medical Research and is sold under no other 
PRESCRIBED ON name. Physicians abroad are warned against using any 
E.C.10 FORMS IN THE brand of vitamin E not labelled in terms of international 
UNITED KINGDOM units as per standard of the League of Nations. VITA-E 
is manufactured in England and is available in all 
countries so substitutes should be avoided 
Also available a complete range of endocrine and endocrine-vitamin prepara- 
tions including BIOGLAN-A/R capsules for rheumatism, arthritis, rheumatoid 
arthritis and fibrositis (based on the same cortical principle as CORTISONE) 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 
Tel. Address: ** BIOGLAN TOLMERS™ Phone: CUFFLEY 2137 Literature on request 
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EN THERAPY 


in atrophic and senile vaginitis 
and postmenopausal pruritis vulvae 


By maximum concentration at the point of 
need and rapid absorption into the vaginal 
Dienoestrol Cream (Ortho) quickly 
controls sympt senile vaginitis 
postmenopausal pruritis and atrophic vaginitis 
Dimi sk of estrogen induced bleeding 


epithelium 


ms 


nished r 


and freedom fr 
noteworthy 
(Ortho) over | 


ym untoward reactions have beer 
patients using Dienoestrol Cream 


ng periods, 


ape atorful per day for one 
duced to one applicatorful 
lar period 


One 
or two weeks, re 


every 48 hours for asim 


AGE 





RE ON RE VEST 


LITERAT 


a hexital 
for menopausal disquietude 


By combating both nervous and endocrine symptoms 
simultaneously, Hexital provides simplified, efficient 
management of the menopausal patient. Combining the 

highly active and exceptionarly well-tolerated oestrogen 
hexoestrol 3 mg. with the mild sedative phenobarbital 

20 mg. (! 3 gr.), Hexital therapy is convenient and economical, 








One tablet daily on retiring for the average case, increased 


3 tablets daily in severe 


f 100 and 500 scored 


ases. Hexita ipplied 


trtles tablets 


Ortho Pharmaceutical Limited 
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A new and logical therapy 
for Rheumatic conditions 


Water-soluble esters of salicylic, p-aminobenzoic and 
nicotinic acids, that readily pass the skin barrier 


The local treatment of rheu- 
matic conditions has hitherto 
presented certain difficulties; 
drugs which penetrated the 
skin often caused intense irri- 
tation and their use was of 
doubtful value 

Transvasin, a new prepara- 
tion developed by Hamol,s.a., 
our Swiss associates, and now 
available for prescription in 
this country, contains esters of 
salicylic, p-aminobenzoic, and 
nicotinic acid. These esters, 
being both water- and fat- 
soluble, readily pass the skin 
barrier in therapeutic quanti- 
ties without causing tritation, 
and enable an adequate con- 
centration of the drugs to be 
built up where they are need- 
ed. Transvasin not only in- 
duces vasodilation of the skin 
with a superticial erythema 
but also brings about a deep 
hyperaemia of the underlying 


tissues 


Transvasin is available in 1 oz 

‘ — a? tubes at 4+, which are obtain- 
~— able on form E.C.10, and is not 
advertised to the public 


LLOYD-HAMOL LTD., 3 ST. JAMES’S SQUARE, LONDON, S.W.1. 
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‘CETAVLON’ 


Cetrimide B.P. 





A new and improved quality 


For over ten years ‘Cetavion’ has 
been widely used in hospitals and 
in general practice as a valuable 
cleansing and bactericidal agent 


Recent developments in manu- 
facture have resulted in the pro- 
duction of a new higher grade 
‘Cetavion’ enhanced in purity and 
potency. Furthermore, by achiev- 
ing a correct balance of long chain 
alcohols used as starting material 
it has been found possible to in- 
crease the solubility in water and 
hence facilitate the preparation of 
clear, stable solutions. 


The new quality ‘Cetavion’ shows 
increased bactericidal potency 
against a wide range of Gram- 
positive and Gram-negative or- 
ganisms including Ps. pyvocyvanea 
It is therefore eminently suitable 
for use in wound and burn 
therapy, pre-operative prepara- 
tion of the skin, skin diseases, etc. 
The new *Cetavion’ is available 
as: 


*‘Cetavion’ Powder 

Containers of 50, 500 grammes and 2 kilo- 
gramincs 

Cetavlon’ Concentrate 20 

For the ready preparation of solutions of 
the required strength 

Bottles of 100 c.c., 500 c.c. and 2 litres 
Cetavion’ Tincture 0.5 

For preparation of the skin for surgery 
and for injection 

Bottles of 100 c.c. and SOO c.c. 
Cetavlex’ Cream 0.5 

A convenient preparation for use in the 
treatment of wounds and burns and as a 








first aid dressing, etc 
Tubes of 50 grammes. Jars of SOO grammes 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
A subsidiary) mpany of Imperial Chemical Industries Lid WILMSLOW , MANCHESTER 
Ph.371 
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Neuro-V egetative Dystonia 





responds readily to treatment with 


BELLERGAI 
4 84 Ba B24 Ba. 4 


Kach Bellergal tablet contains a vagal inhibitor 
(O.1 mg. Bellafoline), an inhibitor of adrenergic 
impulses (0.3 mg. ergotamine tartrate BP) and 
a sedative of the autonomic nervous ceatres in the 
brain stem (0.02 ¢. phenobarbitone) Bellergal 
exerts — therefore a sedative effect on the 


entire autonomic nervous system 


indications for Bellergal therapy: 
Neuro-vegetative dystonia 
Menopausal disturbances 
Dyvsmenorrhoeca 
Pink disease 


Motion sickness 


Literature and samples 


SANDOZ 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1. 
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Ana. when he's laughed and said his say, 
He shows as he removes the mask, 


A face that’s anything but gay. 
THACKERAY 


Overeating is often an expression of inward uneasin Many fat people, despit« 
their outward appearance of joviality, are anxious and unhappy and find in food a solace for 
their trouble hey try to hx hem \ behind a ‘ wall of fat’ and a facade of jolliness 
For this reason, ‘ Drinamyl’ is often helpful in the treatment of many cases of overweight 
] 


Given before meals it curbs the appetite and, by relieving the emotiona! tension that 


may be at the back of the patient’s habit of overeating, helps him to cat less 
DON AY Ib’ 

DON EYL 

an aid in the treatment of overweight 


OLDHARBOUR L 


‘ ’ rade mar 


MENLEY & JAMES, LIM 


piPry Smith A cf 


ITED, C 


ANE, LONDON, S.E.5 


Dexedrine” and * Drinamy!l 


/ 
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IMPORTANT 


PRODUCTS IN 


DAILY USE 


CRYSTALLINE PENICILLIN G 


Benzylpenicillin (Sodium Salt) of the highest purity 


BUFFERED PENICILLIN DC(B)L 


An improved presentation of soluble penicillin 
stable in solution. 


more 


* DISTAQUAINE’G 


brand 


* DISTAQUAINE ~* FORTIFIED 

brand 
Preparations of procaine penicillin G for administra- 
tion in aqueous suspension 


STREPTOMYCIN DC(B)L 
DIHYDROSTREPTOMYCIN DC(B)L 


Sulphates of the pure antibiotics in vials containing 
the equivalent of | and 5 grammes of base. 


* DISTAVONE’ 


brand 
Penicillin and dihydrostreptomyvcin—a _ balanéed 
mixture with special applications , 


* MIXTAMYCIN’ 

brand 
Streptomycin and dihydrostreptomycin—for 
longed therapy with reduced ototoxicity 


pro- 


Manufactured by 


THE DISTILLERS COMPANY 


' 
4 





(BIOCHEMICALS) 


Distributed by the and 


agents of 


associates 


Allen & Hanburys Ltd 


British Drug Houses Ltd 


Burroughs Wellcome & Co 


Evans Medical Supplies Ltd. 


Imperial Chemical 
(Pharmaceuticals) Ltd 


Pharmaceutical Specialities 
(May & Baker) Ltd. 


All names printed thus 
*DISTAQUAINE’ are 
registered trade marks 
the property of the manu 
facturers, 


LTD., Speke, Liverpool 
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“Aluminium phosphate 


gel produced prompt relief 


of ulcer pain, had an 
excellent effect on appetite 
and return of strength and 


was much less constipating 


than aluminium hydroxide.’ 


Amer, j. Dig. Dis., 1945 12, 65, 


‘ 
7 
a 


Aluphos is a 
non-systemyc 
antacid which 
cannot cause 
acid rebound 
even following 
overdosage. 

It is free-flowing 
and ideally 
suitable for 
administration 


by intra-gastric 


‘ drip. 


caf 
igs 


Aluphos.....} 


ALUMINIUM PHOSPHATE GEL 


A product of ALi 4as Laboratories 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL - 


CHESHIRE - 


Further informa- 


tion on request. 


ENGLAND 
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Benger Laboratories 


PRODUCES sustained bronchial and coronary dilatation 
REDUCES frequency and severity of attacks 
INDUCES subjective and objective improvement. 


%& Benecardin is available for oral or intramuscular administration. Literature on request. 


BENGER LABORATORIES LIMITED * HOLMES CHAPEL - CHESHIRE . ENGLAND 
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PROTEIN DEFICIENCY AND THE VALUE OF 


BROCKHAM 
HIGH PROTEIN FOOD 


Brockham High Protein Food added to the diet 
provides the extra protein needed by so many patients. 
his extremely valuable nutritional 

supplement contains over 21 

of first class protein all derived 

trom rich unspoiled sources, to- 

gether with the “trace’’ elements 

and B-Complex Vitamins of the 

constituents. The health-giving 

properties of Brockham High 

Protein Food are enhanced when 

they are combined in this con- ~* 


centrated form. 





BROCKHAM -rorcin FOOD 


is a concentrate of 
% POWDERED BREWERS YEAST 
% YOGHOURTED SKIM MILK 


+ MOLASSES 
*& WHEAT GERM 


In addition to first class Protein, Brockham 
Food contains B-Complex Vitamins and “trace” 


ye j , ‘ ‘ 4 
elements from unspoiled natural sources. We shall be glad to send you a 


sample packet on request within 


the U.K 








Obtainable from all Chemists and Health Food Stores everywhere. 3/- and 5/6 


BROCKHAM FOOD LABORATORIES LTD., ACTON LANE, LONDON, N.W.1/0 
MIY 
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Advances in antibiotics 
with ‘Penidural’ Oral Suspension 





THE NEW PENICILLIN COMPOUND 


thal remains stable for 


18 


MONTHS WITHOUT REFRIGERATION 





The discovery of a new penicillin salt PENIDURAL. ts supphed ready tor wm 
DBED Dipenicillin-G = has resulted =m mediate use IHL PATIENT SIMPLY 
the preparation ol PENIDURAI POURS THE SPECIFIED DOSE after 
Oral Suspension. A stable thaid penicillin shaking the bottle. ‘The palatable aqueous 
that retains us full potency mu aqueous syrup is readily accepted by children and 
suspension for eighteen months at normal adults, and provides substantial therapeutic 
room temperature iwulhoutl refi fw it blood levels in the svstemic treatment o 
ws thus ideal tor treatment m the patient mild and moderately severe miections due 


hore to pemecillin sensitive organisms 


> tl ov 12 larve tleasprn ul 


‘PENI DURAL 
Oral Suspension 


Wf fyeth 


JOHN WYLTH & BROTHER LTD CLIFLON HOUSI EUSTON ROAD 
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No Other Ifppotensive 


Combines these.: 


Veriloid, a product of Riker Lab- 
oratories research, is an alkaloidal 
extract of hypotensive principles 
obtained by fractionation from 
Veratrum viride. It is biologically 
assayed in mammals using reduc- 
tion of arterial pressure as the 
criterion of potency. 


ERILOID * 


IN MYPERTENSION 


Umformly potent It constancy of 6 Cardiac output is not reduced 
pharmacological action permits calcula 

tion of exact dosage in mulligrams 

on of 7 — —_ 7 No compromise of renal function 


A unique process of manufacture pro 
duces a tablet which dissolves slowly o Cerebral blood flow is not decreased 
assuring absorption and action over a 
rable perio 
conside le period 9 Tolerance or idiosyncrasy rarely de- 


velops 
Moderates blood pressure by vaso oP 


relaxant action independent of vago 10 Hence can be given over long periods 
motor effect with the aim of arresting or lessening 
No ganglionic or adrenergic blocking progression of hypertension 

11 Well tolerated in properly adjusted 

dosage; does not occasion headache 

Lability of blood pressure, so important 
in meeting the demands of an active 12 Produces a prompt and sustained reduc 
life, is not interfered with; no danger of tion of blood pressure in all forms of 
postural hypotension hypertension 


Versloid avatlable a Veriloid (plain) in tablets of 1 mg. and 2 mg., Verilond-VP (Ver 
lord 2 mg. and Phenobarbitone 1§ mg.) and Veriloid Intravenous Solution for the treatment 
of hypertensive crises in encephalopathy and similar conditions Tablets are packed im 
bottles of 1 and soc 


RIKER LABORATORIES LIMITED, 29 Kirkewhite St., Nottingham 


Descriptive Literature available on request 
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Nulacin for continuous, 
maintained gastric anacidity 


the mouth between the cheek and the gu 





T has long been recognized that the most 

rapid relief of the pain and discomfort of and 
peptic ulcer and most rapid healing of the During the stage of ulcer 
lesion are achieved when a continuous state three tablets an hour may be required. Dur 
of gastric anacidity is maintained ing quiescent periods, for prophylaxis in 

Heretofore, such a state has only been peptic ulcer and for the relief of gastric 
possible with hospitalization and discomfort hyperacidity, the dose of NULACIN ts one or 
to the patient. Now, NuLaActn offers all the two tablets between meals 
advantages of continuous drip therapy with NuLACIN tablets are not advertised to th 
out the attendant inconveniences public and have no B.P. equivalent. May b 

NULACIN accomplishes this (desirable aim) prescribed on E.C.10. The dispensing unit 
simply and effectively. A NULACIN tablet of 
placed between the cheek and the gum dis to pharmacists 2-.) Also available 
solves slowly and releases its contained 
medicaments at a rate that achieves the init \ MTT Hitt 
effect of intragastric milk-alkali drip therapy NH Nh Hil 
By maintaining a_ prolonged influence 
NULACIN accomplishes its acid-neutralizing 
effect with (considerably) less antacid than 
would be required by any other method 
employing oral administration 

INDICATIONS: NULACIN tablets are in 

dicated whenever acid neutralization of the 
gastric contents is required; in active and 
quiescent peptic ulcer, gastritis, gastric 
hyperacidity | 
DOSAGE Beginning half-an-hour after a HHH} 
food a NuLactn tablet should be placed | Ht 


allowed to dissolve 
activily up to 


25 tablets is free of purchase tax. (Price 


il Hi 
i] Hit 





er stn i ’ 


juice & tw 8 th td 2m 25 2h 29 oe 3h RESTING 


juIcet i ‘a i 3 2m 24 2) 23 lw a 


ier) + ‘ ; ; +—+ eo s27) 
a ae aia WULACIN 
ror a8e) ’ ro. 38 


ore 


‘ ’ 
oie soles 


20.08 


m1 oTn 


: 33 
ee 


10 1 om) 

Breon 

a free 

pasa Amacras 

Superimposed eruel fraction San patter 

test-meal curves of five case Ine striking neutrali 

of duodenal ulcer tablets (3 an hour). N 
Nulacin is discontinues 





REFERENCES 


British Medical Journal, 180 
182, 26th July, 1952 


Medical Press, 195-199, 27th 
HORLICKS LIMITED February, 1952 
Pharmaceutical Division SLOUGH * BUCKS 
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ALTEPOSE 


aid against 


obesity 


a oo ALTEPOSE Tablets are an effective adjuvant 

ee to the dietary management of obesity. 
Combining a sympathomimetic amine 
Propaprin’” with thyroid and * DeLvinal 
Vinbarbitome ALTEPOSt tablets effectively 
ile press eXcessive appetite, increase metabolic 
Processes and control nervous tension and 


irritability 


ind clinical package gladly supplied on request 


SHARP & DOHME LTD., HODDESDON, HERTS. 
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A new generation 


The introduction of Chloromycetin was the beginning 
of a new era in the history of medicine. Its discovery 
and isolation in the Parke-Davis Research Laboratories 
and its subsequent synthesis on a large scale 
manufacturing basis can be counted among the 
really great events in chemotherapy. Moreover, 

the ever increasing use of Chloromycetin 
provides convincing evidence of the 

effectiveness of this latest Parke-Davis 

contribution to the advance of medicine. 


OLGOR OWLS DELM 


The first synthetic antibiotic 





Parke, Davis & Company, Limited , s Hounslow, Middlesex 


Telephone: Hounslow 236! 
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6LANOIDS 








Proethron XX 


LIVER EXTRACT INJECTABLE 


WiTH A MINIMUM OF 
20 MICROGRAMMES Of 


VITAMIN B,, PER ml. 


MAXIMUM RETICULOCYTE 
RESPONSE WITH MINIMUM 
DOSAGE IN PERNICIOUS 
ANAMIA AND OTHER 


MACROCYTIC ANAMIAS 


Write for literature and 


samples to — Eas 
CLERKENWELL THE ARMOUR LABORATORIES 


9011 
(ARMOUR & COMPANY LTD) 
Telegrams 


ARMOSAI A-PHONE LINDSEY STREET, LONDON, E.C.| 


LONDON 








THE PRACTITIONER 








HR AH ii if StH 
iff fbr HE test | atlases . shes ' “ | 
abbas: sina a ——— 
if i SHEE Bin 


A New Bayer Product 
reeatuent of ANGINA PECTORIS 


In angina pectoris, ‘Mycardol’* reduces the severity 
of the attacks and may help to diminish their 
frequency while, at the same time, improving 
exercise tolerance. Especially valuable in reducing 
the need for repeated doses of trinitrin, and 

of extremely low toxicity, this long acting nitrite 
provides a new and important adjuvant in the 


routine management of angina pectoris 


*Pentaerythrito! tetranitrate 


Packings » tablets of 30 me 

(seured to give 15 me. per half tablet) 
in bottles of 100 and 1,000 tablets 
The basic NHS. price of one week’ 
treatment is 16 


Trade Mark 


Manufactured in England by 


Literature will gladly be = BAYER PRODUCTS LIMITED 
sent upon request ~ Africa House, Kingsway, London, W.C.2 


Associated export company WINTHROP PRODUCTS LIMITED London 
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The 


IRON 
DUKE 


Throughout History, Iron 
has always symbolised 
strength. Today, in com- 
mon phraseology, terms 
like ‘‘an iron will’’ carry 
on this idea. 


These terms were based on the physical strength 
of the metal, but there is a nutritional sense in 
which iron provides strength. 

During pregnancy, much iron is required for tlic 
healthy development of the foetus — this must be 
supplied by the mother, who must either ingest 
it from her diet or draw it from her own limited 


reserves. 
PRENATALAC is a special food, containing 
50 mgms. of Ferri et Amm Cit per ounce, prepared 
for expectant and nursing mothers. 

HEMOLAC is an infant food, containing 25 mgms. 
per ounce of the same iron salt, for cases of 
microcytic anaemia in infancy. 


eB COW & GATE MILK FOODS 





COW & GATE LTD., GUILDFORD, SURREY 
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MYGOTA 


therapeuty results confirmed the 


finding of the prophylactic series m 
placing undecylenic acid—undecylenate 
pawder first among the agents studied.” 
1947). Arch. Derm. Syph., 55,391 


MYCOTA POWDER 


- ( a 7 2% ~ » ch 
In the control of dermatophytoses ‘°M#m!né 2% undecylenic acid 


and 20”,, zinc undecylenate 
MycoTA Undecylenic Acid preparations Sprinkler tins of 2) oz. approx 
are the most effective, practical and 24 N.S. price 1 8d 
acceptable antimycotics. They are safe, MYCOTA CREAM 
MYCOTA Containing 5°, undecylenic acid 

and 20°,, zinc ndecylenate 
POWDER is particularly indicated in the * preg 

. Pube of 1 oz. approx 


prophylaxis and treatment of tinea pedis. Basic N.H.S. price 18d 


non-irritant and cleanin use. 


Literature and further information from the Medical Dept. RD 


BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM, ENGLAND 
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‘The peak serum concentrations 


b] 


are significantly higher 








RESULTS OF SINGLE ORAL DOSES RESULTS OF REPEATED ORAL DOSES 
300.000 U PENICILLIN 300,000 U PENICILLIN 


In a comparative study of three liquid oral penicillin preparations, published in 
Annhiotics and Chemotherapy (June 1953, 3, §93-9), the authors concluded 

‘It would, therefore, appear as a result of this comparative study that orally admin 
istered N,N’ dibenzylethylenediamine dipenicillin G affords blood serum concentrations 
of no significantly longer duration or greater magnitude than are obtained with either 


potassium or procaine penicillins. The peak serum concentrations are significantly 


higher for procaine and potassium penicillin under the 


conditions of this study.’ * ESKACILLIN * 58 and 
‘ESKACILLIN’ 100 


Ihe potassium penicillin preparation used was ‘Eskacillin’ 


‘ESKACILLIN 50-100 


THE IDEAL ORAL PENICILLIN FORALL AGES 








MENLEY & JAMES LIMITED, COLDHARBS 


hk e& Fre 
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How gratifying to the doctor to kaow that his new diabetic patient has 
mastered the self-injection technique after a minimum of instruction 
How reassuring indeed to the parents of a newly-diagnosed diabetic child. 
Doctors are agreed on the wisdom of providing the diabetic with every 
facility to enable him to perfect his injection technique in the shortest 
possible time. That is why the new Insulin Injection Teciinique pocket- 
card,* issued free to doctors and hospitals by the makers of Insulin A.B., 
is proving such a valuable factor in the education of the diabetic patient 
and in establishing his complete confidence at the outset of his insulin 
life. Supplies of the pocket-card are available to the profession for issue 
to diabetic patients, on request from the joint manufacturers of .. . 


Inswlit A.B cane a 
eas © the world for its quality 
and performance 
7 The new A.B. Injection Technique 
pocket-card includes recommenda- 
tions in simple language on injec 
tion technique, alternative sites for 
injection, care of the syringe, mixing 
of insulins, etc 


Write for a free supply to-day 





Joint ieoneces and Manufacturers 
ALLEN & HANBURYS LTD + THE BRITISH DRUG HOUSES LTD 


LONDON, f LONDON, N.T 
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The Koeumatie Flient-a New lyn muh 


MEPHOSOL is confidently recommended as 
a real contribution to the problem of pain in 
rheumatism. The combined action of the three 
components of its formula results in a new 
approach—-for mephenesin abolishes skeletal 
muscle spasm by means of central nervous 
action; salicylamide is a new and reliable 
analgesic ; and homatropine methyl! bromide 
controls gastro-intestinal spasm This new 
product, of which much more will be heard, ts 


used throughout the range of rheumatic disorders 


ie MEPHOSOL 


Registered Trade Mark 





THE CROOKES LABORATORIES LIMITED PARK ROYAI LONDON NW 10 
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Natural sleep ~ the best ally 


REPARATIVE PROCESSES are most active during the hours of sleep 
patients need natural, recuperative sleep, and when narcotics are contra-indicated, 


When 


Ovaltine’ may be safely recommended for this reason: it provides palatablk 
concentrated nourishment in a form which is easily absorbed without disturbing 
the patient’s tranquillity 

‘Ovaltine’ contains only the best of natural foods—mialt, milk, cocoa, soya and 
eggs—plus added vitamins in standardized quantities. It is therefore useful in the 
dietary management of those diseases which are complicated by insomnia. It 
engenders a warm, soothing feeling which helps to create the conditions most 
tavourable to the best kind of sleep. “Ovaltine’ can be recommended with confidence 


OVALTINE ==" ig 


AU 
Hert la 


4. WANDER PPER GROSVENOR STREET, LO 


M 482 Munuf. 
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Efficient 
Salicylate Medication 


’ LASIL.’” is an analgesic, anti- 

pyretic and sedative of estab- 
lished value It provides the 
physician with an efficient form of 
salicylate medicauon which com- 
bines the advantages of high toler- 
ability and greater treedom from 
the possibility of unpleasant gastro- 
intestinal sequela 


This tolerability 1s due to the fact 
that ‘ Alasil’ is a combination otf 
acetylsalicylic acid and ‘ Alocol’ 
(Colloidal Aluminium Hydroxide), 
an effective gastric sedative and 
antacid. 


For these reasons ‘ Alasil’ can be 
administered with confidence—over 
prolonged periods if necessary—to 
children, adults, the aged and 
patients with = finely balanced 
digestive capacities 


Alasil 


A supply for clinical trial with full descriptive 
literature sent on request 


A. WANDER LTD., Manufacturing Chemists 
42 Upper Grosvenor Street, London W.1 
is ‘Alasil’ ts a purely ethical product and not 


wertised to the pudlii wt can be prescribed under 
N.S. on Form EC 10 


A Product of the ‘Ovaltine’ Research Laboratories \ 
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When the side-ellects of anti 


histamine therapy are d ngerous 





to the patient, ‘F istantin is the 
obvious ct oice. Untoward re.ctions 


“ with ‘Histantin’ are infrequent and 
So mild, yet the relief obtai ed is prolonged 

One compressed product (50 mgm.) 
usually suffices to keep the patient symptom-free 


for 24 hours. ‘ Histantin’ is available in bottles 
of 25, 100 and 500 

In the few cases where ‘Histantin’ s not well 
tolerated, the new compleme tary product, 
“Actidil’ brand trans-1-(4-methylpheny!)-1-(2- 
pyridyl)-3-pyrrolidinoprop-!l-ene Hydrochloride 
should be tried. One of the most potent anti 
histamines yet discovered, it acts more quickly 
but for a shorter time—about !2 hours. The 
incidence of side-effects is very low. ‘Actidil 
is issued as 25 mgm. compressed products 
(the average adult dose) in bottles of 25 and 500 


1ISTANTIN’ 


NE HYOROCHLORIDE 





BURROUGHS WELLCOME & CO. (The Wellcome Foundation itd) LONDON 


N 17 > 
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FERRAPLEX 5 


IRON AND STANDARDISED VITAMINS 


Fe 





VITAMIN 
IN ONE TABLET 
Wy WW 
VES Ss 


WATURAL 
VITAMIN 


COMPLEX 





ADVANTAGES Ferraptex B, by combining adequate iron dosage 
with standardised vitamin content, provides a comprehensive and efficient 
hamatinic compound for routine use, particularly in pregnant and under 
nourished women, in adolescence, in hemorrhagic conditions and in the 
debility of advancing age 

* In recent years it has been shown that simultaneous administration of 
vitamin © and the B complex group together with iron gives much better 
results in hypochromic anamias. The natural vitamin B complex used 
in FERRAPLEX B is a concentrate prepared from 

brewers’ yeast @ COMPosITION 

* The comprehensive “ one tablet ’’ formula, Wa, eucsnes dally Gand of 18 
the standardised vitamin potency and the @  pexrapiex B tablets contains 
reasonable price of FERRAPLEX B entirely P FERROUS SULPHATE 1 gramme 


conform with current economic requirements ; COPPER CARBONATE 2 me 
, ascorBIC ActD (Vitamin 
PACKINGS AND PRICES jn 
NATURAI VITAMIN Af 
OMPLEX 2 grammes 


EE RRAPLEN B tablets are a 
; . : , un: (uding 
mcr Aneurine hydrochloride (Bt 


ame 


Riboflavine (B2 4 me 

FERRAPLEX B A Nicotinamice 10 me 

4 and pyridoxine pantothens 

a manufactured m f vad, folic acid holine 
tol biotin para-amin 


} me lab rautorte f 

— : acid and other natur 
x a? ] wring factors of the 
\ Cc. L. BENCARD LTD . i tar B complex 
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Sali id pleasure 
afr pain 


discomfort that “SURFATHESIN’ bestows on mucous 


Dryden's words might 

on injured = skin In abrasions and burns, as well 
im irritant conditions invelying the genite-urinary 
mucosa, a single application usually produces 
ipplications 


relief lasting for several hours Repeated 


odu tolerance o sensitisation 
SET i] ’ 1a 
= SURFATHESIV 
Cyclomethycaine 


CREAM LOTION JELLY OINTMENT COMPOUND CREAM 


M0 ly 


TRADE BAF 


ELI LILLY AND COMPANY LIMITED . BASINGSTOKE 
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THE MONTH 

‘Tere are still many amongst us who are filled with childlike wonder when 
they hear of, or witness, a modern anasthetist controlling a patient's 
respiration with the nonchalance that a schoolboy plays 

The about with the knobs on his television set. ‘lo those of us 
Symposium born and bred professionally on the rag and bottle method 
of administering chloroform, the advances in anaesthesia have 

been among the greatest of the last quarter of a century. Indeed, it 1s 
doubtful whether any greater boon has been bestowed on mankind than the 
ease and comfort with which the patient of today passes through the most 
extensive operation. One result of the increasing complexity of the subject 
has been the passing of anasthesia into the hands of the specialist. ‘here are 
still many occasions, however, on which the practitioner can prove an 
efficient anasthetist, and it is these aspects upon which we have concen- 
trated in our symposium this month. ‘Emergency anasthesia’ may need to 
be administered by the man in practice, and there is always the possibility 
of his encountering ‘anzsthetic emergencies’. ‘local anaesthesia’ ts a diminish- 
ing branch of the subject but it still proves of value in minor surgery, whilst 
‘anesthesia in the dental chair’ is a subject with which every practitioner 
should be conversant. ‘Muscle relaxants’ should normally be restricted to the 


specialist, but practitioners will appreciate Dr. Marston’s authoritative 


review of their present status. Finally, amid all the complicated apparatus 
with which the anasthetist now surrounds himself and his patient, it ts 
more important than ever to remember the patient as a human being with 
all the hopes and fears to which every one of us is heir a subject fully 
discussed in ‘anzsthesia and the patient’. As a corollary to this symposium, 
the ‘Current ‘Therapeutics’ article this month, the 68th in the series, ts 
devoted to a problem of increasingly topical interest. ‘the use and abuse of 


sedatives: with special reference to the barbiturates’. 


‘THERE ts a distressing similarity between the programme of the First World 
Conference on Medical Education, which is to be held in London this 
month, under the auspices of the World Medical Association, 

Medical and the contents of the various reports on medical education 
Education with which we have been inundated of recent years. ‘hat a 
Conference comparing of notes by teachers of medicine from different 
countries will be useful, no one will deny, and the World 

Medical Association is probably the most appropriate body to convene such 
a meeting, but the organizers of the conference have thrown their net so 
wide that the catch they will haul on board is bound to be such a hetero 
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geneous collection that no amount of sorting out or editing is likely to 
reduce it to a coherent whole. What is the aim of the conference? Is it to 
discuss principles of education? Is it to discuss the aims of medical educa- 
tion? Is it to compare methods of medical education throughout the world? 
Each of these approaches to the problem requires a different technique and 
a different panel of speakers. ‘I’o combine them, as would seem to be the 
intention in this conference, is to steer straight for the rock upon which so 
many international conferences have stranded-—verbiose reports, the 
intrinsic value of which is in inverse proportion to their length. ‘he organi- 
zers are to be congratulated upon the galaxy of international talent 
educational, scientific, academic and medical —which they have collected for 
the occasion. We are sure that nothing but good will come of the conference, 
and that those who participate in it will benefit from the mutual interchange 
of ideas and information with their colleagues from other countries. We only 
wish that we could be equally convinced that the practical results would be 
commensurate with the organizational effort it has involved. 


ONE good thing that may emanate from the conference is a re-focusing of 
attention on the tragic problem of the medical curriculum in this country 
Certainly the time has come when action must be taken if 
The Crux the downward progression of the medical profession is to be 
of the arrested and the country is to be saved from becoming a 
Problem nation of hypochondriacal introverts who will only be satis- 
fied with the opinion of an officially appointed and approved 
‘specialist’. ‘he present-day medical curriculum is the outstanding example 
of one of the few occasions on which our national gift for compromise has 
failed to evolve an effective plan of campaign. On the other hand, it is a 
tribute to the common sense of the vast majority of the members of the 
profession that, whilst the schools, the universities, the scientists hovering 
on the fringe of medicine, the specialists and the public health officers have 
all been staking their claims to a larger and larger share of the curriculum, 
the general practitioners of the country have maintained the essential 
standards of the profession. 

The problem, we would suggest, is a relatively simple one. ‘The aim of the 
medical curriculum is to produce a doctor with a sound cultural background, 
who understands the principles of medicine and how to apply them, and 
who is capable of becoming the confidant and adviser of his patients. ‘This is 
the essential background for every member of the profession. If, on gradua- 
tion at this level, a man (or woman) decides to branch off into some aspect 
of medicine other than general practice, then he undertakes the necessary 
training on a postgraduate basis. In other words, the basic training for medi- 
cine is that for general practice, as pointed out by the Undergraduate Educa- 
tion Committee of the Foundation Council of the College of General 
Practitioners (Brit. med. F., 1953, ii, 36), and there is no reason why this 
should not be achieved in a five-year course, with a further year’s pre- 
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liminary training before final admission to the Medical Register. Five years is 
ample for the purpose provided the ‘preclinical’ period is ruthlessly pruned 
of all the unnecessary chemistry, anatomy and physiology which is at 
present inflicted on the unfortunate student. The most radical change 
needed, however, is a reversion to a form of the old apprenticeship training 
in general practice. During his undergraduate training the student must 
spend at least three months in general practice. Pruning of surgery and the 
specialties is also necessary, with a retention of those aspects of practical 
surgery and the specialties required by the man in practice. Outside the 
business world the customer may not always be right, but the experienced 
general practitioner does know what training he requires in his assistants and 
future partners, and it is he who must be consulted in this complete over- 
haul of the curriculum which is urgently required. It is for this reason that 
we have invited an experienced general practitioner to epitomize his views 
on the subject (p. 173). As a corollary, and dealing with the equally im- 
portant problem of postgraduate education, we have been fortunate enough 
to obtain the views of a postgraduate dean from the United States (p. 180), 
‘These two articles, read against the historical background of Dr. Sigerist’s 
article on ‘medical history in medical education’ provide much food for 
thought on this pressing problem of the reform of the medical curriculum. 


‘THERE is good news for the geriatricians this month from across the Atlantic. 
Dr. Nelson G. Russell, Jr. (Amer. J. med. Sc., 1953, 225, 241) has recorded 
electrocardiographic findings in nine centenarians (five men 

Centenarian and four women) which suggest that the changing age- 
E.C.G.’s incidence of the population need not necessarily lead to 
undue anxiety on the part of the pensions division of the 

Ministry of National Insurance. One ef the youngest of the group produced 
an electrocardiogram after his hundredth birthday which was little different 
from one taken thirty years earlier. Four months later he had a severe 
coronary thrombosis from which he recovered and was able to be taken for 
long drives. He died nine months later, and at necropsy a large cardiac 
aneurysm was found. Of the other eight, whose ages ranged from 100 to 
111, four produced electrocardiograms which could well be described as 
normal, one showed widening of QRS with a prolonged P-R interval, 
another showed bundle block with ventricular extrasystoles, a third showed 
an interventricular conduction defect, whilst a fourth showed left axis de- 
viation. ‘T'wo at least of them are heavy smokers. All were living what could 
justifiably be described as active lives. One, for instance, still visited his 
club and played poker, whilst another, at the age of 102, was walking daily 
to his office, a distance of a mile, and managing his own real estate business 
Another, a ‘spry old lady’ of nigh on 105, was ‘out calling’ when first visited 
by Dr. Russell, and subsequent to the recording of her electrocardiogram 
successfully survived an operation for acute appendicitis. ‘The senior mem- 
ber of this party of grand old people is the oldest of the four living Civil War 
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Veterans. At the age of 111, he voted for Mr. Eisenhower in the presidential 
election. ‘His diet is restricted by a huge diaphragmatic hernia’ but ‘a severe 
bronchiectasis has not impaired his appetite for cigars’. The records of these 
chronological Bradmans will bring encouragement to the increasing number 
of Darbys and Joans in our midst, and will also provide a fresh stimulus to 
the sexagenarians in their valiant fight to be allowed to remain fully active 
members of the community rather than have to retire at an age when so 
many of them are still at the peak of their powers. 


‘THE gratifying response to our Coronation Number has included remin- 
iscences which will be of interest to many of our readers. Miss Helen 
Barlow, for instance, is ‘amused’ to see that in the photograph 
Our of her father’s house (No. 10, Wimpole Street) ‘the area gate 
Coronation is ajar because my father had an absolute fetish about its 
Number _ being always kept shut, and if it was left open would bang 
it to with great vehemence. His great friend, Sir Rickman 
Godlee, always sent him a Christmas card in which he caricatured in picture 
and verse some event in the past year affecting my father, or some charac- 
teristic, and one of these had a refrain, “‘He banged and slammed the area 
gate’. Miss Dorothy Mackenzie, Sir James Mackenzie's daughter, recalls 
going to see Sir Robert Jones at 11 Nelson Street in 1889, and ‘it looked 
just as it does in the picture and brought back such happy memories’. 
Another subscriber recalls ‘when about 16, waiting in Sir Anderson 
Critchett’s waiting room and seeing on a sideboard a decanter with wine 
glasses, together with a notice asking patients to help themselves if they felt 
in need of a little wine’. 

‘To turn from these memories of the old days to the more utilitarian and 
mundane present day, a subscriber writes: ‘I was interested, and glad, to see 
that the new surgeries we built two years ago embody practically every 
suggestion that is made and one at least that is not, and that is a pram shed 
which mothers find most useful’. This is a practical suggestion which will 
be appreciated by many of our readers. Finally, in registering a protest 
against Our comments on a certain type of waiting room ‘anywhere in 
Britain’, a loyal, but indignant, subscriber makes a point which is all too 
liable to be overlooked in these days of gadgets: ‘My own waiting room ts 
very similar, with a fire, pictures and up-to-date periodicals. It is scrubbed 
twice a week and distempered once a year. What more do the public want? 
There is no gloom and despondency in my waiting room. Surely a cheerful, 
kindly, conscientious doctor is worth fifty luxurious waiting rooms’. We 
are in complete agreement with our subscriber, and we would much prefer 


to meet such a practitioner in an old-fashioned waiting room than a cold- 
blooded scientist in a chromium-plated luxury waiting room. All we 
suggested was that there was a happy medium, and if every waiting room 
was distempered annually, and equipped with pictures and up-to-date 
periodicals, then there would be little, if anything, to complain about. 





MUSCLE RELAXANTS 


By ARCHIBALD D. MARSTON, C.B.E., F.R-C.S., F.F.A.R.C.S., DA 


Director of the Department a} Ina sthe th s. Guv's Hospital 


IN many operations the surgeon requires muscular relaxation, and in the 
past this has been obtained more or less successfully by (1) deep inhalation 
anzsthesia; (2) transient suboxygenation by McKesson’s technique of 
secondary saturation with nitrous oxide ; (3) various types of analgesia such as 


regional, subarac hnoid and epidural bloc ks 


INTRODUCTION OF MUSCLE RELAXANTS 
Ten years have elapsed since Griffiths and Johnson (1943) first used a pre- 
paration of curare to secure adequate relaxation of muscle in a series of 
patients in Canada, and details of these early cases were published in 
Inesthestology (1943) and in the Canadian Medical Assoctation Journal 
(1944). In this country the drug was used by Gray and Halton on a series of 
over 2000 cases in Liverpool, and their favourable report was given to a 
meeting of the anasthetic section of the Royal Society of Medicine in 1946 
During the next two or three years opinions varied as to the method of use, 
the dosage, and also the cause and frequency of certain disquieting effects 
during and after the use of the different preparations of curare. ‘This was 
followed by a steady introduction of alternative drugs for securing muscle 
relaxation; many of these, after a brief period of popularity, were gradually 
abandoned 

CURARE (WOORARA, WOURALI) 

The use of this drug was first reported by Sir Walter Raleigh after his 


voyage of discovery to Guiana in 1595, and was mentioned by Hakluyt in 


his publication issued a few years later, and also by Charles Waterton in his 


book published in 1812. Curare was used to poison the tips of arrows fired 
from blow-vuns in the hunting of animals by natives living in the country 
between the Amazon and Orinoco rivers. Crude curare is obtained from the 
bark of various species of Strythnos; it has a bitter taste and is odourless 
The drug is packed by the natives in baniboo tubes (tube curare), in 
calabashes (gourd curare) and in small clay vessels (pot curare) 

Tubocurarine chloride._"Vhe valuable research work of King (1935) re 
vealed the fact that d-tubocurarine chloride was the alkaloid responsible for 
curariform action and he successfully elaborated a method for its extraction 
from the tube variety of the crude product. It is derived from a species of 
Chondrodendron botanically indistinguishable from Chondrodendron tomen 
fosum. 

Tubarine and itocostrin. “Yubocurarine chloride is a quaternary 


monium salt, and this is available in a solution known as ‘tubarine’. “lTubar 


August 1953 Vol 17! 





122 THE PRACTITIONER 


ine’ ampoules contain 1.5 ml. of a clear sterile solution and each millilitre 
contains 10 mg.; it is also supplied in rubber-capped glass bottles containing 
5 ml. “Tubarine’ could not be mixed with thiopentone originally as it 
caused precipitation, but more recent preparations of d-tubocurarine chlor- 
ide prepared by various firms are now miscible and the two drugs may be 
administered together. 

‘Intocostrin’ is the proprietary name of an extract of curare which is much 
used in North America. It is not as potent as ‘tubarine’, and has a different 
dosage. ‘Intocostrin’ is prepared from Chondrodendron tomentosum and con- 
tains a high percentage of d-tubocurarine, which is the probable cause of its 
curariform action (Prescott, 1947). Experiments on small animals show that 
6.67 units of ‘intocostrin’ are equal in action to 1 mg. of pure d-tubocurarine 
chloride (Prescott, 1947). In clinical use, Gray (1947) considers that 1 mg. 
of ‘intocostrin’ has the effect of 0.2 mg. of ‘tubarine’. It is seldom used in 
this country, as its action is not so uniform or powerful as ‘tubarine’. 


PHARMACOLOGY 
In 1857, Claude Bernard carried out his historic experiments with crude 
curare and formed the opinion that the production of transient muscular 
paralysis was due to the blocking of nerve impulses at the myoneural 
junction, and much research has confirmed this opinion. 

It is generally agreed that nerve impulses cause a liberation of acetyl- 
choline at the myoneural junction, with depolarization of the muscle 
end-plate; contraction of muscle follows and the acetylcholine is hydrolysed 
by cholinesterase into choline and acetic acid. This normal action of acetyl- 
choline is inhibited by curare, but once the effect of d-tubocurarine has 
passed off, both muscle and nerve resume their normal function, and the 
myoneural junction is not damaged in any way. 

Effects on muscle.—“Tubarine’ is usually injected intravenously and its 
effects begin within a minute and attain a maximum in about 4 to 44 
minutes. When administered intramuscularly the effect is much slower, 
and twenty minutes usually elapse before effects are observed. ‘The muscles 
around the eyes, and in the face and neck are first affected and then the 
muscles of the limbs, back and abdomen, and finally the intercostals and the 
diaphragm. If given therapeutically, the limbs usually recover in 30 to 40 
minutes, but the eye muscles may be affected for two hours or more. 

Effects on respiration. -Gray (1947) first emphasized the fact that when- 
ever any complete relaxation of the abdomen is secured by curarization the 
intercostal muscles and probably the diaphragm are also affected. ‘he 
patient often continues to breathe regularly but inefficiently and, although 
anoxia may not be apparent because of the increased oxygen tension in the 
inspired gases, carbon dioxide retention will occur with a rise in blood 
pressure and an increase of capillary hamorrhage from cut surfaces. 
Further, the impaired respiratory excursion will predispose to pulmonary 


collapse and other untoward postoperative respiratory complications, 
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An experienced anzxsthetist will either avoid this depression by using 
smaller dosage, or secure adequate pulmonary ventilation by aiding inspira- 
tion with positive pressure. 

Bronchospasm is an infrequent complication which is probably due to 
histamine release. Most anasthetists agree with Langton Hewer (1953) in 
his remark that this condition is usually observed when ‘tubarine’ is used 
synchronously with thiopentone. 

Effects on heart and blood pressure.-Experiments on animals have re 
vealed little or no change in cardiac efficiency or venous pressure (Gray, 
1947). In the opinion of most clinical observers, curarization has no harmful 
effect if used with proper precautions; but in the presence of anoxia and 
degeneration of the myocardium, fall of blood pressure, excessive bleeding, 
and collapse have been recorded (Massey Dawkins, 1947). 

Effects on gastro-intestinal tract.--Gross and Cullen (1945) in a series of 
experiments on dogs demonstrated relaxation of the musculature of the 
small intestine. According to Griffith (1944), contraction was usually ob- 
served when d-tubocurarine chloride was given to patients under the effects 
of cyclopropane or nitrous oxide and oxygen. It seems that premedication 
and general anasthesia cause a tendency to relaxation of the gut and this 
may well be increased by the potentiating effect of the curarizing agent. In 
the average case there is little alteration of the tone of the gut. 

Gray (1947) and other observers have reported the occurrence of sudden 
precipitate vomiting due to relaxation of the @sophageal sphincters; fatal 
consequences have ensued from this, and so the use of a cuffed endotracheal 
tube is advised whenever possible, and this is essential in cases of intestinal 
obstruction. 

Effects on central nervous system. Prescott (1947) carried out a series of 
experiments on male volunteers, and the results enabled him to state that 
‘d-tubocurarine chloride has no significant central stimulant, depressant, or 
analgesic action in man’. 

Effects on shock-like states. Yorrester (1947), after investigation of 500 
cases in which ‘tubarine’ was used with light general anasthesia, formed the 
opinion that curarization had definite shock-sparing effects, and advised the 
use of adequate doses to attain a maximum benefit. Langton Hewer (1953) 
observes that as curare paralyses sympathetic ganglia this may well be the 
cause of a reduction of traumatic shock 

Salivation.._'Vhis is definitely increased and an adequate dose of atropine 
should always be given. 

Potentiation of the effects of other drugs.This is a valuable effect, and is 
especially marked in the case of ether, cyclopropane, and thiopentone. In the 
case of ether, this is so marked that it is usual to reduce the dosage of re- 
laxant considerably. 

Effects on liver and kidneys._-The drug is speedily metabolized and ex 
creted, and no evidence of harmful etfect on these organs has been reported 

Contraindications..-Vhe principal one is myasthenia gravis. In cases of 
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myocardial degeneration with signs of cardiac failure the drug is only used 
in small doses and with a generous supply of oxygen 

Intidote.. Cholinergic drugs may be used to reverse the action of curare 
Neostigmine (‘prostigmine’) may be given intravenously in a dose of 2 to 
5 mg. Prescott (1947) recommends the maximum dose, but it is necessary 
to give a previous intravenous injection of atropine, 1 100 to I §0 grain 
(0.6 to 1.20 mg.), to counteract undue stimulation of the parasympathetic 
nervous system. 

Opinions as to the use of neostigmine vary very considerably. Some 
authorities advocate its use whenever ‘tubarine’ has been administered, to 
offset the feeling of lassitude even when the patient’s respiratory exchange ts 
adequate on return to bed. Other authorities state that the use of ‘tubarine’ 
should be so controlled that respiratory excursion will always be adequate 
at the end of operation, and if further relaxation for closing the abdomen is 
required this should be secured by deepening the anasthesia. ‘lhe availability 
of an efficient antidote to ‘tubarine’ is a major advantage in favour o/ its 


choice as a muscle relaxant 


DOSAGE AND ADMINISTRATION 

‘The various preparations of d-tubocurarine chloride have an equal potency 
‘Two methods of administration are in common use and they are both 
administered intravenously. In the average case atropine is always included 
in the premedication, but morphine is best given in small doses, because the 
respiratory centre should not be greatly depressed. Induction is secured by 
thiopentone, and anasthesia maintained by nitrous oxide and oxygen with 
or without the addition of ‘trilene’ or ether in a semi-open circuit, or cyclo- 
propane in the closed circuit; alternatively, intravenous adjuvants such as 
pethidine may be used. Just before the operation begins a first dose of 6 
to 10 mg. is given, and its effects observed: if insufficient, a further > mg., or 
more as required, are given before the peritoneum ts opened. If respiration ts 
unduly depressed the respiratory exchange is increased by rhythmic con- 
_traction of the rebreathing bag by the anzsthetist. 

In the second method a test dose of 5 mg. is given to the conscious patient, 
and if this produces no untoward effects, a further 5 to 10 mg. are given, 
after which thiopentone is injected in a dose up to 0.5 g. ‘l’his usually causes 
profound relaxation, narcosis, and a distinct depression of respiration which 
will require immediate’ intubation or the insertion of an ample artificial air- 
way, and the administration of oxygen and the inhalation agent by means of 
assisted or controlled respiration. In due course respiration needs no 
assistance, and the effects of curare gradually wane. No curare is given in the 
final twenty to thirty minutes of the operation, unless the anesthetist ts 


prepared to give neostigmine, but before this the patient may need a small 


additional dose—the need for this is shown by a tightening of muscles and 
a quickening and deepening of respiration. 
| have described curare in some detail because, in my opinion, it is the 
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most reliable and safest of the many relaxing drugs at our disposal. ‘I'he use 
of any relaxant is not devoid of risk, and the occasional anasthetist should 
always acquire full knowledge of dosage, actions, and side-effects. For- 
tunately, the action of curare is very uniform, with few side-effects, and it 
may be used for any operative procedure, but its particular indications are 
for lengthy operations particularly in the upper abdomen, and in thoracic 
surgery. 

There are numerous alternative drugs but, in the opinion of most ex 
perienced anzsthetists, only two have definite indications for routine use 
gallamine triethiodide (‘flaxedil’) and succinyicholine chloride (‘scoline’) 


GALLAMINE TRIETHIODIDE (‘FLAXEDII sh 

This is the synthetic compound 1:2:3 tri-(2-diethylaminoethoxy)benzene 
triethiodide, and was first prepared and described by Bovet and Halpern in 
1947. It is a white amorphous powder with a melting point of 145 to 150 ¢ 
and is soluble in water. ‘Flaxedil’ is supplied in ampoules of 2 ml. containing 
a 4 per cent. solution (80 mg.) and 3 ml. ampoules containing 120 mg. 

Action.—The action on muscle is similar to that produced by curare, but 
is not as powerful or long-lasting. In comparison with ‘tubarine’ its potency 
is roughly one-fifth, and its effects about half as long-lasting. In common 
with ‘tubarine’ it is contraindicated in myasthenia gravis, and the antidote 
is the same (neostigmine). 

Advantages.—{1) Abdominal relaxation is commonly secured with doses 
which produce no paralysis of the diaphragm 

(2) Bronchospasm is uncommon, as there is little histamine release 

(3) May be mixed with thiopentone without causing any precipitation 
and, as the onset of relaxation is very rapid, this facilitates induction of 
anzsthesia with relaxation of muscles at once, enabling intubation to be 
performed immediately 

Disadvantages. (1) Irregularity and quickening of the pulse often occur 

2) Does not paralyse sympathetic ganglia so effectively as curare 

Indications..-'Vhese are similar to curare, and especially for cases of short 
duration such as endoscopies, intubation, and orthopaedic manipulations 

Dosage In the average adult, 60 to 100 mg. of ‘flaxedil’ are required to 
relax fully the abdominal musculature, and the effect lasts from 25 to 30 


minutes. 


SUCCINYLCHOLINE CHLORIDE (‘SCOLINE’) 
This relaxant (di-(trimethylammonium-ethyl)-succinate dichloride) was first 
described by Bovet et al. (1949), its pharmacological effects were investigated 
by Castellow and de Beer in 1950, and its clinical uses reported by Briicke 


in 1951. Administered intravenously it produces a neuromuscular block by 


depolarization, and its effects are powerful but transitory. In the average case 
it produces massive muscular relaxation and depression or absence of 


respiration for some three minutes, spontaneous respiration returns in 
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another minute, and in the fifth minute any relaxant effect passes away. 
Cases have been reported in which respiratory paralysis has continued for 
some time after the customary period, so that artificial respiration with 
oxygen is continued for as long as required. ‘The use of neostigmine is 
contraindicated, and there is no effective antidote. 
Dosage.“‘Scoline’ is supplied in ampoules of 2 ml. containing 100 mg. 

of succinylcholine. ‘The dose varies with the weight of the patient: 

Large adult o ml. (100 mg 

Average adult ml. (75 mg 


s 
Small adult . . oml. (50 mg 
Child 5 ml. (25 mg 


When used with thiopentone it is better to use a separate syringe as 
succinylcholine is hydrolysed and destroyed in alkali. ‘The usual technique is 
to induce a light anesthesia with thiopentone, and then inject the ‘scoline’ 
from another syringe; this is followed by an immediate application of the 
face-piece and the lungs are inflated with oxygen. 

Indications.-These include short procedures such as intubation, electro- 
convulsive therapy, and manipulations. An ample oxygen supply is always 
essential in the use of this muscle relaxant. More recently, many anzsthetists 
have been giving succinylcholine chloride in diluted form as a continuous 
drip infusion. ‘The advantages claimed for this are that the drug can be used 
for prolonged surgical procedures, and the degree of muscular relaxation 
can be readily adjusted to suit the surgical requirements by altering the rate 


of the drip. 


DECAMETHONIUM IODIDE 
Otherwise known as ‘C.10', ‘syncurine’, and ‘eulissin’, decamethonium 
iodide is decamethylene-1 :10-bistrimethylammonium di-iodide. It is a white 
crystalline salt, soluble in water, and is supplied for use in 2.5 ml. ampoules 
each containing 5 mg. of the drug. 

Properties. —\t is a synthetic curarizing agent and secures its action by 
producing a prolonged depolarization of the motor end plate. It is a stable, 
non-irritating solution miscible with thiopentone, is administered intra- 
venously, causes little histamine release, and does not cross placental 
barriers. Patients with myasthenia gravis have an increased tolerance for 


decamethonium. It is a powerful drug and its potency is roughly five times 


that of ‘tubarine’, so that 3 mg. are equivalent to 15 mg. of d-tubocurarine. 

In the average adult, an injection of 3 mg. produces a speedy and efficient 
muscular relaxation and its duration is about the same as ‘flaxedil’, i.e., 
roughly half that of ‘tubarine’. 

Disadvantages. {1) Anticholinesterases have no antagonizing effect. 

(2) Pentamethonium iodide and hexamethonium iodide may be used as 
antidotes, but this is often dangerous because of a rapid fall in blood pressure, 
although this may be counteracted by intravenous injection of methyl- 


amphetamine. 
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(3) Abdominal relaxation is produced only by doses which cause some 
respiratory paralysis and this is sometimes very prolonged. 
(4) Bradycardia may occur, associated with a fall of blood pressure 


SOME OTHER RELAXANTS 
‘WILN. 2747’.—This relaxing agent was described by Cavallito, Soria and 
Hoppe in 1950 and its effects were reported by Arrowood (1951). It is a red 
crystalline solid, with the formula, 2,5,-bis (3 diethylamino-propylamino) 
benzo quinone-bis (benzylchloride). It is supplied in 0.3 per cent. solution 
and 1 ml. contains 3 mg. It is active when administered by the oral, sub- 
cutaneous, and intravenous routes, and its potency exceeds that of curare. 
According to Gordon (1952), it causes less depression of respiration than 
any other agent, but stimulates increased mucous secretion in the upper 
respiratory tract and also increases the tear and salivary output. Excretion is 
by the kidneys and the urine may be red. Its use causes no histamine release 

Although an efficient muscle relaxant, it is not recommended for routine 
use as it has no effective antidote and, as it is a powerful parasympathetic 
stimulant, may cause bradycardia leading to circulatory collapse (Gordon, 
1952), but the use of atropine sometimes decreases this action. 

Di-methylether of d-tubocurarine iodide (Metubine, D.M.E.).--This drug 
was first prepared by King in 1935, it is 24 times more potent than d- 
tubocurarine, and is antagonized by neostigmine. It is supplied in 3 ml. 
ampoules containing 6 mg. of D.M.E. It sometimes causes a fall in blood 
pressure, and this may be due to: (a) partial sympathetic paralysis, (b) 
released histamine in the blood. Metubine causes less respiratory depression 
than curare, but has a less uniform action than d-tubocurarine. 

Tachycurine (3621.S).-This synthetic drug produces effective muscular 
relaxation for short periods of time estimated at about one-fifteenth that of 
curare. It is used in a 2 per cent. solution and 60 mg. equal the effect of 
5 mg. of ‘tubarine’. This relaxing agent is indicated for short procedures 
such as intubation, endoscopy and manipulations. It is miscible with thio- 


pentone, has no antidotes, and its use is sometimes associated with muscle 


tremor and excessive salivation. 

Dihydro-%-erythroidine.— \n 1937, Folkers and Major isolated the alkaloid, 
erythroidine, from Erythina americana (flame of the forest). Its action is 
similar to curare, and it may be administered orally or intravenously. ‘The 
drug produces good muscular relaxation in 96 per cent. of cases, can be 
antagonized by neostigmine, and has a synergistic action with ether (Dripps 
and Sergent, 1947). Respiratory depression is mild in 29 per cent., moderate 
in 38 per cent., and severe in 33 per cent. of cases. A fall in blood pressure 
sometimes occurs. The dosage is 50 to 75 mg. with ether, and 75 to 100 mg. 
with cyclopropane. 

Suxamethonium bromide (‘brevidil M’) and suxethonium bromide (‘brevidil 
E’).—In 1947, Bovet in France described gallamine triethiodide and after- 
wards carried out further work on the quaternary ammonium compounds 
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‘These substances included the bis-choline esters of certain aliphatic carb- 
oxylic acids, e.g. succinyl esters, which resemble decamethonium in their 
mode of action, but, unlike decamethonium, are potentiated by cholin- 
esterases. ‘I'he ‘brevidil’ drugs are colourless, crystalline powders, readily 
soluble in water. A precipitate forms with thiopentone; this dissolves but 
must be used within five minutes. 

Both drugs are short-acting relaxants but ‘brevidil E’ is less potent and has 
a shorter action than ‘brevidil M’; they are rapidly inactivated in the blood 
by enzymic activity to form choline and succinic acid, and do not cause any 
significant histamine liberation. ‘They act quickly and produce apnoea and 
relaxation lasting three to five minutes; recovery occurs about four minutes 
after the first spontaneous respiration. 

They are given intravenously after solution in sterile water: 30 mg. of 
suxamethonium is equivalent to 75 mg. of suxethonium, and 7 to 10 mg. of 
decamethonium. ‘There is no effective antidote and cases of prolonged 
apnoea have been described. ‘These cases appear to be particularly associated 
with alteration in the blood electrolytes. 

Vephenesin (‘myanesin’, ‘lissephen’). The chemical formula of mephenesin 
is -dihydroxy-y-(2-methyl-phenoxy)-propane. It is a colourless, odourless, 
solid, and solutions of the drug are stable. ‘Myanesin’ is supplied in am- 
poules of 10 ml. containing 1 g. of the drug, and an intravenous dose of 5 
to 10 ml. takes about a minute to produce muscular relaxation which con- 
tinues for twenty to thirty minutes. Relaxation of the abdominal musculature 
is attained by moderate doses and is not accompanied by any marked de- 
pression of respiration. ‘he drug does not produce salivation or broncho- 
spasm, and there is little alteration of the blood pressure when moderate 
doses are used. The drug is little used with anaesthesia at the present time, 
because experience has revealed the occurrence of untoward effects such as 
thrombophlebitis, hamoglobinuria and renal failure (Enderby and Pugh, 
1947), but it has a valuable use in the control of spastic states such as 
strychnine poisoning, tetanus, and status epilepticus. 

Vagnesium sulphate. Organe (1947) carried out investigations into the 
relaxant properties of this drugs and reported that the use of 20 to 25 mi. of 
a 25 per cent. solution of magnesium sulphate did occasionally produce a 


relaxant effect but no unitorm result was reported. 


CONCLUSIONS 
A number of relaxant drugs have been described but the general opinion at 
present is that only three have established a permanent place for themselves 
in modern anzsthesia. Broadly speaking, d-tubocurarine chloride and galla- 
mine triethiodide take"preference when long periods of muscular relaxation 


are required, and succinylcholine chloride for brief administrations, although 


by variations of technique and dosage any of the three are suitable for almost 


universal application when muscular relaxation is required. 





EMERGENCY ANASTHESIA 
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A FITTING, though old-fashioned, dictum for emergency anzsthesia might 
well be ‘prevention is better than cure’, since in few branches of medicine 
is there a slighter margin between therapeutics and involuntary euthanasia 
Some substantiation for this view is to be seen in a recent report of the 
Association of Anzsthesists (1952) which showed that just under 50 per cent 
of a series of deaths directly attributable to anasthesia occurred in acute 
cases; and further corroboration can be found in the fact that no fewer than 
56 out of 232 probable anasthetic deaths, or 24.1 per cent., occurred due to 
aspiration of vomit —a readily preventable catastrophe (Morton and Wylie 
1951). In anzsthesia, as in all clinical work, the element of safety lies not so 
much in the tools which the practitioner uses as in the way they are used. 
Competence can only be based on a knowledge of drug actions, their 
frequent use, and on adequate assessment and preparation of the patient 


rRUE AND RELATIVE EMERGENCIES 

It is possible to differentiate surgical emergencies into those which are true 
and will brook no delay in their treatment, or at the very most a short period 
for essential preparation, and those which are relative in their acuteness and 
can be safely delayed for an hour or so while the essential points of normal 
preparation are carried out. The final decision on the time for surgery can 
only be taken by the surgeon, but part of the responsibility for adequate 
preparation must fall on the anesthetist. ‘he importance of this division of 
emergency cases lies in the increased safety that goes with adequate prepara- 
tion before anzsthesia and operation, and furthermore in the greater comfort 
of the patient. ‘he true emergency may need to have a stomach washout, 
may lack adequate sedative premedication and may be denied a pleasant 
mode of induction into anaesthesia. For such cases all these are justified, but 
for relative emergencies they are neither necessary nor warranted. 

A real danger lies in the possibility of accepting either type of case as an 
indication for immediate anasthesia without any preparation whatsoever 
It is the greatest tragedy of medicine if disaster ‘s courted in such a manner 
for some trivial or minor complaint when all that is needed to ensure safety 
is a little patience. 

ESSENTIAL PREPARATION 
When confronted with any emergency operation there are three factors 
which must always be carefully assessed before anasthesia is induced 

The full stomach. -\f there is food or fluid in the asophagus or stomach 
when anzsthesia is proposed then it is likely to come out during the sub- 


sequent induction and maintenance, or during recovery. Its arrival may be 
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due to active vomiting or to passive regurgitation, the latter being made 
possible when the cesophageal sphincters are relaxed. Vomiting and re- 
gurgitation during anasthesia are dangerous since they may lead to con- 
siderable anoxia and to other complications, either from direct obstruction 
and stimulation of the larynx or due to aspiration of foreign material into 
the tracheo-bronchial tree. 

For these reasons the normal preparation of a patient must include the 
deprivation of food and fluid for a period of four hours before the induction 
of anzsthesia, and in emergency cases the absence of such preparation must 
always be remembered. Furthermore, the surgical condition itself, or the 
circumstances associated with its occurrence, may upset the processes of 
digestion and greatly prolong the normal emptying time of the stomach. A 
patient who is involved in an accident or who is injured soon after a meal is 
likely to have food in the stomach for a longer period than normal, and if 
sedatives have been given this period will be increased. It is both customary 
and advantageous to allow an interval for resuscitation of severely injured 
or shocked patients before operation, and during this period the stomach 
may empty itself. But the anzsthetist must be particularly careful when the 
more normal accident cases are presented for operation. 

The anasthetist should have in the back of his mind the likely conditions 
which may predispose to this complication. Those which are associated with 
surgical emergencies are listed in the accompanying table. 


Taste or Acute ConpITions iN Wuaicn THE STomMacH May Nor BE Empry 





Material introduced to the | Food and drink, i.e. lack of preoperative ‘preparation’ 
stomach from above Bleeding from mouth or pharynx due to accident or 
operation 
Material introduced to the Intestinal obstruction 
stomach from below 
Material from stomach it- | Bleeding from ulcer, neoplasm or site of operation 
self 


Prolonged emptying time of | A. Reflexly: I. Emotional states. Pain, women in 
stomach labour. Shock, accidents, e.g. cuts, 
fractures, burns 
II. Peritoneal irritation 
Perforated ulcer 
‘Twisted ovarian cyst 
B. Abdominal distension: Pregnant uterus 
| C. Drugs: Morphine, pethidine, and similar drugs 











NOTI Cases of acute appendicitis are not included in the table because vomiting or re 
gurgitation is not common in the condition, unless it has progressed to peritonitis 
‘This is possibly because vomiting occurs in the early part of the disease and is followed 
by a period of anorexia and consequent lack of desire to fill the stomach 


In the true emergency, if there is any doubt about the stomach being 
empty, then it must be washed out through an esophageal tube before 
anzsthesia is induced, whereas in the relative emergency it is reasonable to 
postpone the operation until normal digestion has taken place. 

Obstetrical cases are not infrequently considered as exceptions to this 
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general rule. During the course of labour sweetened drinks are given de- 
liberately and with good reason, and it would hardly be rational to wash out 
the stomach for such minimal anzsthesia as is often needed for this physio- 
logical process. However, the anasthetic technique should be chosen for its 
general safety, and major obstetrical procedures demanding deep or pro- 
longed anzsthesia, or in which a muscle relaxant is to be used, should be an 
indication for the passage of an asophageal tube if the stomach is full. 

Resuscitation...Some degree of shock or peripheral circulatory failure is 
often found in emergency cases. These patients should neither be anasthet- 
ized nor operated upon until an attempt has been made to restore them to a 
reasonable state. At times adequate resuscitation may not be possible without 
surgery—as, for instance, in the presence of uncontrolled hamorrhage 
but in the majority of cases a period of time can be allowed during which anti- 
shock measures are carried out until the optimum circulatory state is 
achieved. Needless to say, they should be continued during the operation. 
These measures include the use of intravenous or intra-arterial transfusion, 
the use of oxygen inhalation, the use of analgesics particularly morphine 
and its analogues-and warmth. A word of warning must be given against 
heating up shocked patients, particularly if this is rapidly carried out. It 
will lead to fluid loss, dilatation of vessels which are already constricted as a 
compensatory measure, and increased metabolism —a series of effects which 
are unwanted and, indeed, shock-producing. It is only necessary to maintain 
bodily warmth. 

Premedication. — Atropine or scopolamine should always be used before 
anesthesia for any emergency operation. ‘These drugs not only diminish 
salivary and bronchial secretions but they depress vagal activity and tend 
therefore to diminish reflex effects such as are occasionally accentuated by an 
agent such as thiopentone, or produced by a technique such as endotracheal 
intubation. An intravenous injection will be effective within five minutes. 

Specific sedation is valuable if time can be allowed for a drug like mor- 
phine to become fully effective, and the analgesic properties of this com- 
pound may be an essential part of the anti-shock treatment. However, in 
the presence of circulatory failure, it must be given intravenously since by 
any other route it will not be absorbed for a considerable period of time. If, 
inadvertently, it has been given subcutaneously or intramuscularly the 
anzsthetist must be prepared for it to become effective during anaesthesia 
when vascular dilatation occurs. 


SOME POINTS CONCERNING ANASTHESIA 
The experienced anesthetist has his own favourite agent or sequence of 
agents with which he is able to produce results equivalent to those of his 
fellows using different combinations. The choice of agents is so enormous 
that it is not intended to detail the pros and cons of each and every one, but 
rather to lay stress on some points of detail which assume considerable 


importance when anzxsthesia is considered for emergency cases. 
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In many instances, despite gastric lavage, there is a possibility that the 
stomach may refill during the operation, or that intermittent vomiting may 
lead to the constant presence of foreign material in the oropharynx. A good 
example of the latter type of case is the patient with a bleeding peptic ulcer 
who is apt to vomit blood at frequent intervals up to, and during, the in- 
duction of anesthesia, and despite suction on an esophageal tube. The safest 
anasthetic technique for such cases is one based on the use of a cuffed endo- 
tracheal tube. There are two extremes of thought concerning the choice of 
agents which can be used for the insertion of this tube, but in neither case 
must induction be started until every attempt has been made to ensure that 
the stomach is empty. Whichever technique is adopted, an efficient suction 
apparatus must be present before anasthesia is begun. 

The safest and simplest method, particularly in unskilled hands, is to 
utilize a nitrous oxide-oxvgen-ether sequence, with 5 per cent. carbon 
dioxide to stimulate active respiration and speed the entry of the ether. ‘The 
patient should be tilted slightly head-down during induction. The safety of 
this method lies in the ability of the patient to close his larynx at all times 
should vomiting occur during induction. The sensitivity of the larynx is not 
increased, and the undepressed respiratory centre is a safeguard against 
persistent laryngeal spasm and consequent anoxia. Induction may be slow 
and interrupted by bouts of attempted vomiting, although practice and the 
exhibition of carbon dioxide can eliminate much of this, but it has the merit 
of making aspiration an unlikely occurrence. Other inhalational agents may 
be used, and some— such as cyclopropane—with a very high oxygen con- 
centration, which is a marked advantage, but none with the same degree of 
all-round safety as ether. 

At the other extreme is an alternative method for dealing with these cases. 
This is based on the use of a small dose of thiopentone to produce un- 
consciousness, followed immediately by a fully paralysing dose of muscle 
relaxant to facilitate immediate and easy intubation. ‘The necessary essentials 
are that the patient be placed in the reversed ‘T'rendelenburg position so that 
regurgitation, which is likely with relaxed sphincters, is avoided, and that 
oxygen be inhaled by the patient for some minutes before induction. 

A word of warning must be given about this technique, which is potenti- 
ally very dangerous, particularly when used for ill patients. Indeed in the 
presence of circulatory failure of any degree the depressant effect of thio- 


pentone on the circulation will be magnified by the posture which is 


essential. If the posture is not used, then the combined use of thiopentone 
and a relaxant may lead to massive reflux from the stomach. Thiopentone 
must never be used alone for the type of case which is likely to have a full 
stomach, nor merely, in similar circumstances, as a precursor to an in- 
halational technique. It is rare that it initiates vomiting but the rapid re- 
laxation that it produces favours regurgitation and this is often followed by a 
persistent and dangerous laryngeal spasm. 

It is worth stressing that thiopentone has no true analgesic properties and 
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is therefore by itself an unsatisfactory anesthetic in most circumstances, 
although part of this disadvantage can be overcome by skilful timing and 
good judgment of the dose given. Every practitioner knows just how much 
reflex movement can occur when a small dose of this agent is used alone for 
incision of a simple whitlow in a healthy adult. ‘The loss of consciousness 
which it produces is invariably accompanied by some degree of central 
respiratory and vasomotor depression—factors which are undesirable in 
patients with poor circulatory and respiratory reserves. ‘The principal value 
of thiopentone is that it will produce unconsciousness pleasantly and rapidly, 
whilst a little of it will potentiate the anaesthetic action of a weak but true 
analgesic agent such as nitrous oxide. ‘The speed and ease with which it can 
be given constitute a definite danger when it is used unintelligently and 
without adequate assessment of the patient's general state. A further dis- 
advantage is that being dependent on metabolic change in the body for its 
breakdown and removal, accumulation can easily occur with delayed re- 
covery. This process is markedly prolonged in shock states. ‘hese comments 
are not meant as a deterrent to the use of thiopentone, but rather to suggest 
that it should be used cautiously for emergency cases and that other agents 


be added or substituted for specific purposes 


CHILDREN 
The general principles of preparation and anasthesia for emergency opera 
tions in children should be exactly the same as for adults. Neither the size 
of the child nor the apparent urgency of the problem is an excuse for avoiding 
unpleasant and difficult procedures, though in the young local analgesia is 
rarely practicable. In children, however, many emergencies are relative 
rather than true. A short delay may enable the doctor to avoid many difh- 
culties by allowing the child to digest the last meal. It will also give time for 


the use of adequate sedative premedication. 


THE PROBLEM OF RESPIRATORY OBSTRUCTION 
Respiratory obstruction may be present in some measure when surgery is 
contemplated, or may be likely to occur during the course of the operation 
In either case it may be caused by a swelling in the vicinity of the trachea or 
glottis, or be due to foreign material such as blood or pus. It may be as- 
sociated with traumatic injuries to the face, mouth or neck. Anasthesia pre- 
sents something of a problem in these cases, but the prime decision is 
whether or not an endotracheal tube is necessary. In all cases in which 
any degree of obstruction is present, particularly if blood or pus is the cause, 
such a tube is essential. In other cases the decision rests upon the chances of 
obstruction occurring and the extent and likely duration of the operation 

The degree of obstruction present 1s the crux of the problem when choos- 
ing the actual anasthetic agents, and closely associated are its causal factors 
In the presence of open wounds or considerable quantities of blood or pus 


topical analgesia will not be practicable, but in other cases it may be the 
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method of choice. Indeed, intubation of the trachea under this form of 
analgesia is often an essential preliminary to general anwsthesia. Once 
general anzsthesia is induced the entire safety of the patient depends upon 
the anesthetist. The oxygenation of these patients is improved by giving 
them inhalations of a mixture of 21 per cent. oxygen with 79 per cent. 
helium. Such a measure is a useful aid before the induction of anzsthesia. 

A 10 per cent. solution of cocaine is satisfactory for topical analgesia since 
this substance has the merits of producing vasoconstriction and having a 
relatively short duration of action. In the presence of considerable respira- 
tory obstruction a thorough spray to the nose and over the back of the 
tongue during inspiration is all that is needed. The greatly increased in- 
spiratory efforts of the patient tend to draw the tube into the trachea and to 
make blind intubation through the nose simple. In other cases, and par- 
ticularly if it is necessary to use a laryrigoscope, a more complete ‘paint up’ 
must be carried out, and a small pad soaked in analgesic held in each pyri- 
form fossa for a few moments to ensure that the glottic region is made 
insensitive. 

In the majority of cases inhalational anzsthesia with active respiration is 
safe, and intubation can be carried out either by the blind method or by 
laryngoscopy once the jaw relaxes. Thiopentone alone is never justified for 
these patients, and thiopentone with a relaxant to facilitate immediate in- 
tubation should only be used by experienced anasthetists, and then when 
they are satisfied that there is an adequate airway for the passage of the 
laryngoscope and endotracheal tube. The safety of the thiopentone-relaxant 
combination is dependent upon an ability to inflate the lungs when apnoea 
occurs. In the majority of cases this is straightforward, but positive-pressure 
respiration may cause complete obstruction in some cases of partial block. 
This can be due to ball-valve action or the presence of foreign material. 
Moreover, a small proportion of cases have marked trismus or other factors 
which make it impossible to open the mouth despite relaxation which is 
otherwise complete. 

Although the incision of a simple abscess or of a Ludwig's angina of the 
neck and similar lesions could easily be included in the above category when 
obstruction is present in some degree, or on the possible chance that it may 
occur, there is often a reasonable case for straightforward inhalation an- 
zsthesia with rapid recovery and without a tube. Cyclopropane with oxygen 
lends itself very well to this type of technique since oxygenation is complete, 
anesthesia is excellent and without congestion, and recovery is rapid. More- 
over, recent work (Bourne; 1952) has shown that carefully given it is useful 
for out-patients. It may increase the incidence of nausea and sickness after 
anzsthesia as compared with nitrous oxide and oxygen, but this factor can be 
diminished by a preoperative tablet of scopolamine, 1/100 grain (0.6 mg.), 


taken by mouth half-an-hour beforehand. This slight disadvantage is well 


offset by the versatility of the agent for selected cases. 
Posture. -For all cases in which there is no evidence of blood or pus in 
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the mouth or nasal cavities, nor likelihood of its being produced during 
anzxsthesia, the patient is better sitting up during induction, since this will 
decrease congestion. But when foreign material is the cause of respiratory 
obstruction the head should be kept low to prevent aspiration. A sucker 
should be to hand at all times. 

Tracheotomy.—Intubation of the trachea can be a useful and safe pre- 
liminary to tracheotomy whether it be an emergency or otherwise. It relieves 
congestion and facilitates smooth and safe surgery. ‘The tube can be passed 
under topical analgesia or general anaesthesia, depending upon circumstances 


as discussed previously 


RECOVERY 
These remarks on emergency anasthesia have been confined primarily to 
the use of general anasthetics. There is a place for local analgesia, particu- 
larly in the use of nerve blocks for small out-patient procedures. It is true 
that the vast majority of operations can be carried out satisfactorily and 
safely under local analgesia, but it is equally a fact that with modern methods 
and in skilled hands similar results can be achieved under general anaesthesia. 
The principal decision must therefore be made between consciousness and 
unconsciousness. ‘lhe almost universal desire for this boon which lies in 
the minds of patients preparing themselves for surgical procedures merits a 
thorough knowledge of the factors which increase the hazards in emergency 
cases. With general anesthesia, and the consequent depression in some degree 
of simple reflexes, someone other than the patient must assume responsi- 
bility for safety. ‘This responsibility continues not only during induction and 
maintenance, but also into recovery and until consciousness with reflex 
activity is once more complete. Many of the dangers stressed in this article 
continue in the immediate postoperative period and must be guarded 
against. Macintosh (1949) has said: “here is only one way to nurse an 
unconscious patient. He is placed in the semi-prone position; a firm pillow 
under the chest prevents him from rolling on to his face, and his lower arm 
drawn behind him ensures that he does not roll on to his back. In this 


position the tongue falls away from the posterior pharyngeal wall, and blood 


clot, vomitus, or any other foreign body drains out of the mouth and not 
into the larynx’. 
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ANASTHETIC EMERGENCIES 
By RONALD WOOLMER, B.M., F.F.A.R.C.S 


Senior Lecturer in Anesthetics, University of Bristol 


THE successful performance of the more elaborate techniques of anzsthesia 
requires special training, but the simpler methods come within the com- 
petence of the general practitioner. It is sometimes thought that a minor 
operation involves a minor anzsthetic, but this is not necessarily true. ‘The 
anzsthetist may be faced with problems of peculiar difficulty while the 
surgeon is engaged on a simple operation. Conversely, it is just those 
procedures which are often undertaken lightly (‘It’s only a short gas’) and 
without adequate preparation that are most likely to give rise to difficulties 


and mishaps. 


RESPIRATORY OBSTRUCTION 
One of the difficulties which commonly arises during the course of anzsthesia 
is soft tissue respiratory obstruction which cannot be remedied by manipula- 
tion of the jaw or insertion of a pharyngeal airway. It is easily recognized 
by increasing stertor, by reduced excursion of the reservoir bag, by heaving 
and irregular respiration, and by cyanosis. It is usually of gradual onset, 
and upsets the peace of mind of the anasthetist who had been congratulating 
himself on his success in maintaining a good airway. He will pull at the jaw 
until his fingers ache, alter the position of the head, and perhaps change the 


oropharyngeal airway, but all to no purpose; and at last he will have to 


admit to himself that the only remedy is tracheal intubation. 

It is one thing to perform this manceuvre deliberately in the privacy of 
the anzsthetic room, and at the chosen moment. It is quite another, for the 
inexperienced anzsthetist, to be forced to do it in the middle of an operation 
with an obstructed and badly anzsthetized patient. 

The inhalation must necessarily be interrupted, and it is wise to have 
temporary recourse to non-volatile drugs. A dose of thiopentone, of the order 
of 300 mg., will usually tide the patient over the time required for intubation 
if the tube and laryngoscope have been got ready first, and will not depress 
the breathing unduly. A muscle relaxant will give still easier conditions, but 
should be used only by the experienced. 

As soon as the anasthetist realizes that he has lost control of the airway, 
he must intubate without delay. Unless he is confident that he can do it 
smoothly, it is wise to warn the surgeon of what is about to happen. If the 
patient ‘bucks’ on the tube when it is in place, a further small dose of thio- 
pentone will restore quietness, and the opportunity can be taken to deepen 
the inhalation anzsthesia before the effect of the barbiturate has worn off. 

In the edentulous patient—-under general anesthesia as in natural sleep 
the flaccid lips may be sucked in during inspiration and cause severe obstruc- 
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tion. ‘The remedy is obvious when the cause has been recognized, and this 
type of obstruction is not uncommon. 

Obstruction from foreign matter—-such as stomach contents-—in the airway 
is a very serious emergency, and is the most important cause of death under 
anaesthesia. 

This accident happens most often during anasthesia for emergency sur- 
gery, when there has not been time to ensure the emptiness of the patient's 
stomach; and it is dealt with in the companion article ‘Emergency 
Anzsthesia’ (p. 129). It may occur, however, in elective surgery. Even in 
the best run hospitals, it occasionally happens that a patient is given a meal 


by mistake a short time before his operation. In such a case it is during 
induction that vomiting is likely. T'ypically, this is what happens. As 
anesthesia reaches the second stage, the breathing becomes irregular and 


shallow, exaggerated swallowing movements occur, and the abdomen heaves. 
A little brownish froth may appear at the lips, and cyanosis becomes evident. 
The chest and abdomen continue to heave, but little air is breathed. Cyanosis 
becomes extreme, the pupils dilate, and the pulse weakens. All this may 
happen within one minute, and the patient may be dead before another has 
passed, especially if time is wasted on non-essentials 

The right treatment is to tip the patient head down if he is on a suitable 
table or trolley, and to insert a laryngoscope, using a mouth opener if the 
jaws are clenched. ‘The oropharynx will be full of liquid stomach contents, 
washing against the larynx and trickling through the posterior commissure 
between the cords; or the glottis may be blocked by a piece of solid food. 
As soon as the laryngoscope is in place the oropharynx and nose must be 
quickly sucked dry. ‘This ts the sort of occasion on which the laryngoscope 
bulb fails to light, and a spare laryngoscope may save a life. Ideally, a sucker 
should*be kept in readiness in every anesthetic room, but if there is not one 
it should be asked for as soon as the warning signs are seen. If it is not 
ready when the laryngoscope is passed, the liquid vomitus should be mopped 
up by gauze swabs held in the fingers or forceps, and solid matter should be 
recovered in the same way. 

As soon as ventilation has been re-established the tracheo-bronchial tree 
should be cleaned by a suction catneter passed through a bronchoscope. If 
this cannot be done, a gum elastic catheter should be passed into the trachea 
and attempts made to introduce it into each main bronchus in turn. If 
spontaneous breathing does not return soon after the obstruction has been 
relieved, the patient will probably dre, but artificial respiration should be 
persisted in. Analeptics and respiratory stimulants are unlikely to do good. 

If anaesthesia has been induced with any more than a small dose of intra- 
venous barbiturate the efforts to breathe may be much less obvious, and the 
situation correspondingly more dangerous. 

Regurgitation in elective surgery may also occur with pyloric obstruction, 
and this in spite of a Ryle’s tube in the stomach. This accident commonly 
occurs later in the operation, during manipulations in the upper abdomen. 
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The regurgitation may be quite silent, a quantity of liquid being expelled 
from the esophagus, collecting in the pharynx, welling over the rim of the 
glottis and quietly flooding the bronchial tree. Sudden cyanosis and respira- 
tory failure may be the first sign, to the inexperienced anazsthetist, that 
anything is wrong. ‘The treatment is as outlined above. As the patient is on 
the operating table it can generally be more promptly applied than in the 
anzsthetic room. The way to prevent this accident is to keep the stomach 
empty by means of a stomach tube. A Ryle’s tube cannot be relied on be- 
cause it is too small and the holes may become blocked. The insertion of a 
cuffed endotracheal tube and the use of head-down tilt are also useful safe- 


guards. 


INADVERTENT INTRA-ARTERIAL INJECTION 
Nowadays, anasthesia is generally started with a non-volatile drug such as 
thiopentone. One reason for the popularity of this method is its simplicity. It 
is generally easy to puncture a vein: it is usually not difficult to puncture an 
artery. 

In the antecubital fossa the median basilic vein is separated from the 
brachial artery, or its ulnar branch, only by the lacertus fibrosus. If this is 
thin it is easy for the needle to go right through the vein and into the under- 
lying artery. Also, the ulnar artery is sometimes superficial at the elbow and 
the upper part of the forearm, and can then be easily entered by the needle 
in mistake for a vein. There are no obvious signs that this has happened. 
Arterial blood, withdrawn into a syringe containing thiopentone, cannot be 
distinguished from venous blood. The intra-arterial pressure will not be 
comununicated to the syringe because of the pressure drop occurring in the 
needle, so that the blood will not spurt into the syringe, nor will it push the 
plunger back (unless a large needle is used). 

This is a very dangerous accident; for if thiopentone is injected into the 
brachial artery, the patient’s hand may die. Of twelve cases collected by 
Cohen (1948), six came to amputation. Thrombosis of the main vessel, and 
spasm of distal arterioles, are responsible for the damage to the limb, which 
may take the form of early gangrene of the skin, degeneration of muscle and 
ischemia of nerve tissue. The thrombotic process may spread irregularly, 
so that prognosis is difficult. In one of the recorded cases (Macintosh and 
Heyworth, 1943) the extension of thrombosis which was to cause the loss of 
the hand and forearm occurred a week after the intra-arterial injection. 
Thiopentone is alkaline, and its injcction into an artery usually causes severe 
burning pain in the forearm and hand. Cases have been reported, however, 
in which pain on injection was not a feature even though arterial spasm 
became so severe that gangrene followed. Pain is thus a valuable danger sign, 
but its absence does not ensure safety. Apart from pain, the signs that an 
intra-arterial injection has been made are coldness and blanching or dis- 
coloration of the skin of the forearm and hand, urticarial wheals, edema, 
and weakness of the radial and ulnar pulses. 





ANAESTHETIC EMERGENCIES 139 


Treatment. If the anxsthetist becomes aware of what has happened, by 
the complaint of pain or by colour changes in the skin, treatment must be im- 
mediate. If the needle is still in the artery it should not be taken out, though 
the natural instinct is to remove it at once. Through it should be injected 
tolazoline, 10 to 20 mg. in 2.5 per cent. solution. This is a valuable remedy 
against arterial spasm. If the needle has already been removed, a deliberate 
attempt should be made to reintroduce it into the artery, and tolazoline 
should be injected as described. An injection of procaine into or around the 
artery has been recommended. There is little evidence that it is effective 

Vasoconstrictor tone in the arm should be lessened in two ways: by 


general anaesthesia and by nerve block. Some thiopentone will probably have 


reached the brain. More may be added intravenously, or an inhalation 
anesthetic may be given at once. Light general anasthesia is enough to 
abolish vasoconstrictor tone in normal vessels, but even deep anasthesia may 
not succeed in relaxing an insulted one. Under this general anaesthesia the 
contemplated operation——-provided it is not upon that arm or likely to result 
in ‘shock’ (which might add to the vasoconstriction) may be performed; but 
it is wise to do a chemical vasoconstrictor block as well. A long-lasting agent 
such as ‘nupercaine’, 1 in 1,500, or ‘xylocaine’, 1 per cent., should be used, 
and the constrictor fibres may be blocked at the stellate ganglion, or post- 
ganglionically in the brachial plexus. ‘To lessen the grave danger of throm- 
bosis, heparin should be given early and in effective dosage, and hepariniza- 
tion should be maintained for several days. Many surgeons will feel dis- 
inclined to operate on a patient who is about to be heparinized, and if this 
is so the operation should be postponed. ‘To omit the heparin in order that 
operation may go forward is malpraxis. 

The arm should not be heated, because its metabolism must be kept 
commensurate with the oxygen supply available to it. On the other hand, 
it should not be vigorously cooled, as cooling opposes vasodilatation and-—_ if 
extreme-— hinders the dissociation of haemoglobin. The pulses at the wrist, 
and the temperature and colour of the skin of the forearm and hand should 
be anxiously observed. Restoration of the circulation through recession of 
arteriolar spasm does not mean that the danger has passed. Spasm may 
recur, or other vessels may become blocked by thrombus. Careful watch is 
necessary at the time when vasoconstrictor tone is likely to return on the 
wearing off of the general or local anaesthetic. Return of spasm calls for a 
repetition of the stellate or brachial plexus block, but the danger of injuring 
a vessel in a heparinized patient must be remembered. Vasodilatation should 
also be promoted by other means. ‘These include heating of the other limbs 
and the trunk and the use of papaverine and alcohol. 

Prevention..—Correct and early treatment, however, does not guarantee 
success, and the damage should be prevented rather than cured. The biggest 
step towards prevention is awareness of the danger. The proposed site of 
injection Should be carefully palpated for the lurking artery, after making 
sure that the ‘venous tourniquet’ is not tight enough to obliterate arterial 
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pulsation. ‘he forearm, the wrist, or the back of the hand should be pre- 
ferred to the cubital fossa if an adequate vein can be found in them. The 
long axis of the needle should coincide as nearly as possible with that of the 
vein; and after insertion of the needle it is a good plan to depress the shoulder 
of the syringe so that needle and vein together become more superficial 
Before anything is injected the finger should be laid over the point of the 
needle to feel for arterial pulsations. At first, not more than two millilitres 
should be injected, and the patient should be asked specifically if he feels 
any pain in his hand or forearm. A strong solution is obviously more 
damaging than a weak one. It is unwise to use anything stronger than 5 per 
cent. thiopentone; many anzsthetists prefer 2.5 per cent. 


EXTRA-VENOUS INJECTION 
This accident is more common than the last, but its consequences are 
usually much less serious. It can be recognized, of course, by the appearance 
of a swelling during the injection. If this is discovered immediately and the 


injection is promptly stopped it is rare for harm to follow, but I have seen 
necrosis in the skin of an old and debilitated woman after a perivenous in- 
jection of less than 2 ml., and a slough the size of a shilling in a young 
serviceman who had received about 5 ml. Serious consequences are more 
likely when repeated injections are given during operation through an in- 
dwelling needle. It is easy for such a needle to get displaced; and it often 
happens that the injection site is obscured by towels, so that the tell-tale 


swelling is not immediately apparent. 

These cases call for treatment, whose aim is twofold: to dilute the irritant 
fluid, and to improve the local blood supply. For the first, 10 ml. of normal 
saline, containing ‘hyalase’, 1000 units, should be injected subcutaneously 
into and around the swelling. The saline is to dilute the irritant, and the 
‘hyalase’ is effective in spreading it over a much wider area, and so causing 
further dilution. Fomentations or radiant heat should be used to improve 


the local blood supply. 


CARDIAC ARRES1 
The most disconcerting emergency that can occur during anzsthesia ts 
sudden stoppage of the heart. Analysis of published reports suggests that in 
about two-thirds of the cases the arrest is final, and that in two-thirds of the 
remainder recovery is only temporary. Our understanding of the condition 
has improved recently, though much remains to be learnt; and prompt and 
correct treatment can probably reduce this mortality considerably. 

Many cases of cardiac arrest occur during induction, especially with 
chloroform or ethyl chloride. Levy, in 1911, first established that circulating 
adrenaline could sensitize the heart to chloroform, and in cats these two 
drugs together can regularly cause ventricular fibrillation. If the patient is 
frightened or excited, his blood adrenaline will be high. It may also be 
raised by extrinsic adrenaline, used by the surgeon to lessen bleeding. It is 
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in such circumstances that ventricular fibrillation may occur, although this 
condition can be distinguished from cardiac standstill only by direct 
observation or by electrocardiography. ‘The other common cause of sudden 
stoppage is mechanical interference with the heart or the great vessels, as 
may occur during operation for mitral stenosis, adherent pericarditis, or pul- 
monary stenosis. In this case the failure may be due to ventricular standstill 
or to fibrillation. A sudden massive haemorrhage may also cause such 
enfeeblement of the heart that rhythmic contraction cannot be maintained. 

Treatment.—The immediate treatment for ventricular standstill is artificial 
respiration and manual squeezing of the heart. For ventricular fibrillation it 
is by electric shocks to the heart from a defibrillator, or by the injection of 
procaine or procaine amide into the left ventricle. ‘The essence of treatment 
is speed and planning. Complete recovery is unlikely after more than four 
minutes of cerebral anamia, and time wasted in non-essentials, such as intra 
venous or intracardiac injections, will forfeit the patient’s slender chance, 

As soon as the anesthetist is certain that the heart is not beating, he must 
immediately ask for cardiac massage to be done, lower the head of the table, 
start artificial respiration with oxygen, and note the time. He should then 
ask for 10 ml. of 2 per cent. procaine to be drawn into a syringe. ‘The surgeon 
should approach the heart through the diaphragm of the abdomen if open, 
and through the fourth left intercostal space if it is not, without wasting 
time on elaborate asepsis. ‘he pericardium should be freely incised, and the 
heart grasped in both hands. Massage should be begun at once, with gradual 
compression and abrupt relaxation, and the rate should be about half that 
of the normal heart (Gunn, 1921). The massage must act both as an artificial 
circulation and as a stimulus to the heart muscle to contract on its own 
‘The natural rate of an anoxic ventricle is slow, and with a poor venous return 
ventricular filling will also be slow. 

Effective cardiac massage will result in a palpable carotid pulse. ‘The 
anzsthetist must feel for this, and note the time at which it is first detected. 
\ pause should be made in the massage from time to time to allow spon- 
taneous beats to develop. 

Hyperirritability of the heart may prevent a resumption of rhythmic con- 
tractions, and may cause the ventricles to fibrillate. If spontaneous contrac- 
tions are not resumed at once, therefore, a few millilitres of 2 per cent 
procaine, or, if available, of 10 per cent. procaine amide, should be injected 
into the cavity of the left ventricle and some more under the pericardium 

Opinion is divided on the use of adrenaline. I have never seen it do good, 
and it is probably harmful, as it may make the ventricle fibrillate. If this 
happens the prognosis is much worse. It is seldom that normal rhythm 


returns spontaneously, but the electric defibrillator, when it is available, 
offers a fair chance. This gives a series of shocks which serve to bring the 
incoordinate muscle fibres once more into step. But though the fibres may 


thus be grouped together again, cardiac standstill often follows electric 
defibrillation. This again calls for massage, and an injection of calcium 
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chloride, 2 to 4 ml. of 10 per cent. solution, will sometimes stimulate the 
heart into a resumption of normal activity. I have seen this revive an arrested 
heart, and several cases have been recorded (Kay and Blalock, 1951), in 
which this drug succeeded when other measures had failed. 

The restoration of regular rhythm and an adequate circulation, though 
encouraging, will not banish anxiety even though the arrest has been short. 
The reaction of the vital organs is fickle and unpredictable, and it is not at 
all uncommon for the heart to falter and stop again. There is no way known, 
in the immediate postoperative period, of minimizing, or even of assessing, 
the cerebral damage which may have occurred during the anoxic episode. 


CONVULSIONS 

Convulsions occurring during anasthesia are very alarming. They are often 
extremely severe and carry a high mortality. They are most common at this 
time of the year, because they are associated with heat stroke. They occur in 
patients with a hereditary predisposition, although this can be revealed only 
by the electroencephalogram. A personal or family history of epilepsy, 
however, should be taken as a warning. Other predisposing factors are youth 

convulsions of all types are commoner in children—sepsis, fever and, 
possibly, ether. Anyone looking for an anzsthetic convulsion might expect 
to see it in a child of epileptic ancestry, with a gangrenous appendix, who was 
being operated on on a hot day after atropine premedication, who was 
covered with macintosh sheets under a hot operating room lamp, and who 
was being given ether. Patients convulsing under anzsthesia usually have 
rectal temperatures of 103 to 104° F. (39.4 to 40° C.). The onset of con- 
vulsions is abrupt, with twitching of the face or limbs. The trunk is soon 
involved, and the whole body goes into violent clonic spasm. ‘The pupils 
dilate, and the patient is obviously extremely ill. The effect of the convulsions 
on respiration is, of course, disastrous, and unless they can be quickly 
brought under control the patient may die of respiratory failure. 

The remedy is to give intravenous thiopentone. This is easier said than 
done. Venepuncture in a child having violent convulsions is difficult, but it 
is essential. ‘The dose should be small—-not more than 200 or 300 mg. for an 
adult, and proportionately less for a child. As soon as the convulsions are 
under control, hypoxia should be corrected and heat loss should be pro- 
moted by removal of coverings and the use of cold sponges. As soon as the 
rectal temperature has fallen two or three degrees the operation may be 
resumed, but overheating must be carefully guarded against for the rest of 
the operation and the postoperative period. 

Knowledge of the etiological factors should help to avoid convulsions. 
Atropine should be withheld or reduced in likely subjects, and heat loss 
during operation should be encouraged. The barbiturates are proven anti- 
convulsants, and thiopentone should be used in such a case for induction, 
and a syringe of it be kept ready for immediate use should convulsions 


nevertheless occur. 
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USE OF THE WRONG GAS 

As anesthetic agents multiply and equipment grows more complex, the 
scope for human error increases. Several deaths have occurred, in the last 
few years, because the patient was given the wrong gas: either carbon 
dioxide instead of nitrous oxide or nitrous oxide instead of oxygen. It would 
seem that common care would be enough to prevent such a mistake and 
common sense to recognize it early. Nevertheless, mishaps do occur from 
this cause, and the effect of other drugs may obscure the picture and prevent 
timely recognition. An unexplained departure from rhythmic respiration, 
or the onset of cyanosis during anesthesia, may be due to this cause. ‘The 
right thing to do if this happens— and though it is obvious it is often omitted 

is to take off the face-piece and let the patient breathe an atmosphere of 
the composition of which there can be no doubt, while the anzsthetic 
machine is being investigated. Even if he wakes up, that is better than that 
he should sleep for ever. 

Cyclopropane. One patient I know of slept for ever because the cyclopro- 
pane was, unbeknown, full on; and I have heard of other cases of respiratory 
arrest from this cause. The sequence of events is usually the same. 
Anesthesia has been going smoothly with perhaps nitrous oxide, oxygen, 
and a little ether. Gradually the breathing has become shallower and has 
finally stopped, although the colour has remained good. The ether and the 
nitrous oxide are turned off, the oxygen flow is increased, and breathing is 
assisted or maintained by squeezing the reservoir bag. But, though the 
colour remains good, breathing is still in abeyance and the circulation starts 
to fail. It will soon stop unless the cause is discovered. This is simply that the 


cyclopropane cylinder has been turned on unwittingly by someone brushing 
against a cylinder key left in position on a loosely fitting valve spindle. ‘The 
little bobbin in the cyclopropane rotameter jumps to the very top of the 
tube. Because of its smallness, it is not easily seen there, and similarly it is 


not easily missed from its resting position at the bottom of the tube. Squeez- 
ing the bag of course makes matters worse, since it forces more cyclopropane 
into the lungs. 

Awareness of the possibility of this dangerous accident is enough to pre- 
vent it, and this holds good for most of the other possible accidents which 
have been mentioned, and for many which have not. 

I have heard it said, rather smugly, that it is only inexperienced 
anesthetists who become involved in anzsthetic emergencies. This is only 
partly true, but anasthetic emergencies can be greatly reduced by a 
knowledge of their possible causes, by the application of coramon sense, and 


by constant vigilance. 
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By WILLIAM W. MUSHIN, M.B., B.S., F.F.A.R.C.S., D.A, 


Director, Department of Anaesthetics, Cardiff. 


So far as major surgery is concerned, local anaesthesia is steadily giving way 
to general anaesthesia as the method of choice. ‘This change has come about 
through several causes. Surgery has extended to fields in which local 
anaesthesia cannot truly provide complete absence of pain, notably the thorax 
and also, to a large extent, the abdomen. ‘The public is growing increasingly 
articulate, and will not readily submit to what can be an unpleasant, if not 
painful, experience, when an alternative general anasthesia—is available 
In addition, the discovery of new drugs like the relaxants and techniques 
like that of controlled respiration has made possible the safer production of 
states of anaesthesia formerly only attainable by profound general anesthesia 
or by spinal anasthesia. 

Nevertheless, local anasthesia still has a considerable field of usefulness 
for a range of minor surgery, of the sort which every general practitioner 
meets in his daily work. In these circumstances, one or two simple injections 
enable a minor operation to be performed in the doctor’s surgery or in the 
local hospital; the patient is able to go home immediately and the fears or 
bodily upsets which even the most skilfully administered anasthetic may 
engender are obviated. It is with local anasthesia for this sort of surgery that 


this short article concerns itself. 


INDICATIONS 
‘T'wo important conditions must be present before a local anaesthetic is used 
The tissues into which the solution will be injected must be healthy and not 
infected, and the patient's attitude towards local anasthesia must be such 
that he does not fear it more than general anasthesia. ‘To force local 
anzsthesia on a fearful or unwilling patient is not only cruel but is unlikely 
to be successful in the full sense, in that afterwards the patient may complain 
bitterly of his experience. The flooding of his blood stream with his own 
adrenaline may so supplement that injected with the local anzsthetic, that 
severe reaction—even death—-has been known to occur in these circum- 
stances. Apart from these two factors, the use of local anzsthesia is limited 
only by the practitioner's experience with the method and by his wisdom 
in restricting its use to truly ‘minor’ of erations both in extent and duration. 


INSTRUMENTS 


The simplest syringes and needles are adequate so long as they are kept clean 


and in good condition and are properly sterilized by heat before use. Sharp 
needles are essential. In size they should range from the finest hypodermic 
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needle to raise the first skin wheal, to needles of up to 8 cm. in length for 
nerve blocks and larger infiltrations. 


METHODS 

Infiltration.—Here the tissues which are to be cut are infiltrated liberally 
with the anesthetic solution; the operator should be careful not to cut any 
tissue unless it has been previously infiltrated. Either the whole area to be 
excised is infiltrated before the operation begins, or each layer of tissue ts 
infiltrated step by step throughout the operation. Some using this method 
colour the anesthetic solution so that infiltrated tissues are clearly indicated 
The secret of success is to inject solution liberally: a dilute solution is there- 
fore used in order to minimize the possible toxic effects of what might 
otherwise be large doses of anzsthetic. 

Field block.—In this method a wall or barrier of local anasthetic is laid 
down, completely surrounding the operation area. This is usually a suitable 
method for excising, say, a sebaceous cyst. ‘The secret of success here again 
is to inject solution liberally and to see that the walling off of the operation 
area is complete. If it is, every sensory nerve which leaves the area must 
have been blocked on its path through the barrier, with resulting absence of 
sensation in the operation area. 

Nerve block.__llere the sensory nerves carrying impulses from the opera- 
tion area are blocked. More skill is required than in the previous methods, 
involving sufficient anatomical knowledge to bring the needle point into 
contiguity with the nerve. A smaller but more concentrated volume of 
anxsthetic needs to be used. 

Which type of injection to employ depends upon the experience and skill 
of the practitioner, but the examples given below will give some indication 


of the applicability of each method 


DRUGS 
A number of local anasthetic drugs are available. Each manufacturer claims 
that his is the best. There is little doubt that, whilst the drugs show con- 
siderable variation in their potency and in the duration of their effect, the 
main factors for success and the main reasons for failure usually lie in the 


operator rather than in the drug. No drug will produce anasthesia unless it 


is injected sufficiently close to the desired nerve, no infiltration will be 
successful if unanasthetized tissues are cut. The classic drug for local 
anzsthesia is procaine, the toxicity of which is so low that in ordinary cir- 
cumstances it can be virtually ignored. In support of this contention it 
should be borne in mind that doses of procaine, large compared to those used 
for local anesthesia, are now injected intravenously, in comparatively short 
spaces of time, for various reasons other than local anzsthesia. Little harm 
results. Inadvertent intravenous injection of a few millilitres of procaine 
solution, so long as it is recognized and stopped, is unlikely, therefore, to 
produce any disastrous effects. Adrenaline is another matter and the most 
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serious effects may follow overdose. No matter what the concentration, 
never should more than 0.5 ml. adrenaline be injected. 

The low, almost negligible, toxicity of procaine could not be ascribed to 
some of the other drugs advocated for local anesthesia. Procaine is therefore 
advised as the drug for the beginner in local anesthesia, but the more ex- 
perienced might like to try substituting others, such as ‘xylocaine’ (ligno- 
caine), amethocaine or ‘nupercaine’ (cinchocaine hydrochloride), these being 
particularly useful when prolonged anzsthesia is desired. ‘The doses and 
suitable concentrations of these drugs vary much from that of procaine, 
and the textbooks mentioned below, as well as the manufacturers’ leaflets, 
should be studied most carefully before using them. 

Procaine hydrochloride is used in a concentration varying from 2 per cent. 
when injecting the largest nerves to 0.5 per cent. when liberally infiltrating 
tissues. Adrenaline is always added to the procaine solution, in order to con- 
strict the blood vessels at the site of injection so that the absorption of pro- 
caine is delayed. ‘The entry of the drug into the blood stream is therefore 
slowed; not only are any systemic effects minimized but, in addition, the 


duration of the local anzsthesia is prolonged. In the case of infiltration, the 


haemostasis produced by the adrenaline provides a bloodless field. Another 
substance which when added to the solution is particularly valuable when 
performing nerve blocks is ‘hyalase’. This acts as a ‘spreading factor’ and, 
when added to the local anaesthetic solution, minimizes the effects of an 
inaccurate placement of the needle; the local anesthetic solution spreads 
over a very wide area from the point of injection. 
Suitable solutions for local anasthesia are as follows: 
(a) For infiltration: 
Saline ioo ml. | 
Procaine crystals 0.5. f 


Adrenaline 0.5 ml. of 1 in 1000 solution 
‘Hyalase’ 1000 units 


0.5 per cent. procaine 


(b) For nerve blocks: 

Saline 50 ml \ 
Procaine crystals 1g f 
Adrenaline o.s ml. of 1 in 1000 solution 
‘Hyalase’ 1000 units 


2 per cent. procaine 


It is best to make these solutions freshly just before use. ‘To do this, a 
sterile mixing pot, sterile saline and ampoules of procaine crystals, adrena- 
line, and ‘hyalase’ are required. Not only is sterility thus ensured, but the 
solution is fresh, and altogether better results will be obtained than by 
using ready mixed ampoules or rubber-capped bottles. The latter should be 
regarded as second best, to be used when fresh solutions cannot be made up. 


rECHNIQUE 
The skin wheal.—-This is intended to provide a painless first puncture for 
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the injection needle. Unfortunately, raising the initial bleb is often one of 
the most painful parts of the whole procedure. To raise a wheal painlessly, 
the finest hypodermic needle is used. The bevel of the needle is laid flat on 
the skin, and the injection started gently. While doing this, the point of the 
needle enters the epidermis. As soon as a little white bleb appears the needle 
can be withdrawn and re-inserted at right angles through the bleb while 
further solution is being injected. 

Onset of anasthesia._After the injection of the local anasthetic solution 
there is often a time lag of up to 20 minutes before full anzsthesia is estab- 
lished. ‘This time interval should therefore be allowed to elapse before even 
testing the effect and certainly before beginning the operation. Earlier 
attempts may result in apparent failure of the injection. 

Premedication.._ No premedication ts really necessary or desirable before 
local anesthesia for a minor operation. The absence of any systemic upset 
after these operations is one of the advantages of local anzsthesia. Sedation 
would largely nullify this. At the most, two or three aspirin tablets may be 
given to an exceptionally nervous patient. It is wrong to think that a sedative 
can compensate for a poor ‘local’. Nothing short of general anawsthesia will 


cover up pain from unanzsthetized tissues. 


EXAMPLES OF LOCAL ANASTHESIA IN GENERAL PRACTICI 


Excision of papilloma or other small tumour 
The tissues surrounding the tumour are infiltrated along the planes 
where it is intended to make the dissection. A suitable concentration is 0.5 


per cent. procaine, made up according to the formula already given. Liberal 
amounts are injected. The tissues when cut will be seen to be white and 
«edematous with the solution. If it is necessary to re-charge the syringe 
during the infiltration, the syringe should be disconnected from the needle, 
filled and re-connected again; the reverse procedure results in a multiplicity 


of needle punctures. 


Suture of a cut 

The skin around the cut is cleaned and disinfected in the usual surgical 
manner, and at some distance from the cut, say 1 to 2 inches, a barrier of 
local anzsthetic is laid down which is continued deep to the cut, so that 
every possible means of exit of the sensory nerves is blocked. ‘The cut itself 
may now be attended to painlessly, and cleaned and sutured deliberately 
and at leisure. Since the injection is made at a distance from the cut there is 
little possibility of infection being carried into the deeper tissues. 


Removal of a sebaceous cyst of the scalp 

If the cyst is situated within the area bounded by the temporal muscles 
at the side, the occiput behind and the eyebrows in front, anasthesia may 
be obtained by blocking the supraorbital nerves as they pass through the 
supraorbital foramen or notch to reach the forehead. All that is necessary is 
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to inject a barrier of local anazsthetic, from the outer end of one eyebrow to 
the outer end of the other eyebrow. If this injection is liberal and is carried 
down to the periosteum, within a short time perfect anasthesia of the whole 
of the area described above will be produced. This is useful not only for the 
operation described, but also for other minor operations on the scalp. 


To render a recent simple fracture painless, e.g. Colles’ fracture 

After thorough cleansing and disinfection of the skin, a needle of suitable 
length (say 5 cm.) is inserted through a skin wheal until it reaches the actual 
site of the fracture. One to two millilitres of local anasthetic solution are 
injected, Without removal of the syringe, gentle suction should then aspirate 
either blood-stained fluid or practically pure blood. This will indicate that 
the haematoma has been reached and that the needle is in the correct position. 
An injection of 10 to 20 ml. of local anaesthetic solution containing 1 per 
cent. procaine should then be made. Within a quarter of an hour anzsthesia 
sets in, and the fracture can be set at leisure with complete freedom from 


pain and spasm. 


Anasthesia of a finger or toe 

There is some difference of opinion as to the desirability of local anasthesia 
being used for operation on infected fingers, even though the injection is 
carried out at the base of the finger. here are, however, circumstances when 
local anaesthesia is the most practical method of performing such operations, 


particularly when the infection is of minor extent and very localized. ‘The 


initial wheal is raised on the back of the finger web, where the skin is loose. 
No attempt should be made to insert needles through the thick palmar skin. 
‘The whole digit is then encircled at its base with local anasthetic from skin 
down to the periosteum of the phalanx. It has been said that there is a risk 
of gangrene of a finger if adrenaline is used and, whilst this possibility is 
somewhat conjectural in the healthy adult, it is better to omit adrenaline 
from the solution in this situation. As the operation is usually a very short 
one, the limited duration of anasthesia due to omission of adrenaline will be 


no disadvantage. 
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‘Brachial Plexus Block’, by R. R. Macintosh and W. W. Mushin (Blackwell 
Scientific Publications) 

‘Local Analgesia: Abdominal Surgery’, by R. R. Macintosh and R. Bryce-Smith 
(E. & S. Livingstone Ltd.) 
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‘Tuts article describes the principles of anasthesia capable of being applied 
in the dental surgery. ‘The type of anasthesia available for this purpose is 


limited by the fact that the patient must be able to return to his or her home 


or place ot employment without the necessity for a prolonged period ot 


recovery. Although many dental surgeons possess a second surgery, or re 
covery room, in which the patient may rest until he or she ts fit for the 
return journey, this is exceptional, and in any case in far the larger pro- 
portion of cases continuous and skilled nursing attention cannot be given 
and the apparatus and drugs necessary tor resuscitation are not available 
At the outset, therefore, it is necessary to decide in each case whether the 
patient’s condition is suitable for this method of treatment 

In most cases of simple extractions or fillings, there can be no doubt ot 
the answer. Provided the patient ts fit and the surgery contemplated ts not 
too traumatic or shock producing, there will be no contraindication to the 
method proposed. In many cases, however, surgery of too extensive and 
radical a nature is attempted in the surgery, and the patient suffers some 
temporary damage to his health, which may cause psychological if not 
physical trauma 

All major surgical procedures which require anasthesia for longer than a 
few minutes, or which involve the use of potentially traumatic procedures 
such as intratracheal intubation, or which may cause prolonged disability ot 
complications, ought not to be attempted in the dental chair. The same may 
be the case when skilled assistance is required but not available in the 
surgery 

Similarly, if the patient be not pertectly healthy, but suffering trom some 
chronic ailment, especially cardiac or pulmonary disease, which makes him 
less than a first-class risk, the surgeon would be well advised to choose some 
other place for the surgical intervention Many ot these cases can be dealt 
with in the patient’s own home after a period of rest, provided that the 
anesthetist has all the equipment at hand to meet any emergency which may 
arise. Some of them, however, are best attended in a hospital or nursing 
home where full operating theatre technique can be provided, and nursing 
atter-care is available day and night 

It often happens that what was expected to be a simple procedure prove 
to be very difficult. What should be the procedure in such a case? Provided 
that the patient is showing no signs of distress, that the pulse, respiration and 
colour remain good, and that the anasthetic has not been complicated or 
dificult in any way, it may as a rule be continued for five to six minute 


he con 


It there are facilities for recovery, even a longer anaesthetic may 
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templated, but much depends upon the patient and the prospects of success 
of the extraction. Each case must be considered on its merits 


INSTRUCTIONS TO THE PATIENT 

The patient should have had a light meal not later than three hours before- 
hand. In no circumstances should he be allowed to starve. He must be 
accompanied by a responsible adult and should not be driving a car. It 
barbiturates are to be given, he must be instructed that he must not drive a 
car that day, and this advice should be given not only to the patient but also 
to his companion. ‘The necessity for such advice is shown by the following 
case: 

Owing to suspected alcoholic habits it was decided to give thiopentone to a 
patient for multiple extractions. No instructions were given to the patient, who came 
to the surgery alone and, unknown to the dentist, brought his car with him. After 
the operation he was carried to a couch in a recovery room and, as he seemed to 
understand what was said to him, it was thought sufficient to tell him to remain 
where he was until the surgeon looked in to see him in a little while. The surgeon 
then carried on his work in the adjoining room. Meanwhile the patient dressed, 
made his way back to his car and drove off. On the way home, however, he lost 
control of his car, and was involved in a serious accident 

In cases in which the usual short nitrous oxide and air or oxygen are to be 
administered, the patient can be informed that he will be fit to return home 
or to work: within a very short time; when premedication is necessary, 
however, recovery may be delayed, whilst if thiopentone induction is to be 
employed, recovery may be delayed for an hour or more. During this period 
the patient, although he may seem to understand what is said to him, does 
not retain it in his memory and is not capable of acting under instructions. 
He must therefore not be left alone or he may be a danger to himself or to 
others. 

PREMEDICATION 
Even in these days many patients think of anazsthetics as they used to be in 
the era of ‘drop ether’ and still have a horror and fear of the procedure 
Others are psychologically terrified of unconsciousness and cannot face the 
unknown. Often a little reassurance is all that ts necessary. In other cases, 
however, premedication is advisable, and it should be used much more 
freely than is the custom. Light premedication does not incapacitate the 
patient, nor does it render him less capable of returning home or to work 
afterwards, although it does delay the full return of self-control. It always 
makes easier what world otherwise be a difficult anaesthetic, and thereby 
facilitates the work of the surgeon. Often one or two compound tablets of 


codeine will suffice: in more severe cases ‘seconal’, ; to 1) grains (50 to 


100 mg.), given about forty-five minutes beforehand may be necessary. 


For children, some type of premedication is usually advisable. An un- 
fortunate experience in the dental chair may mar the child’s whole future 
outlook on anasthesia and dentistry. ‘The art of administering anaesthetics 
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to children is a very special one, but at least the administration can be made 
less difficult for the anasthetist and more pleasant for the child if pre- 


medication, such as a small dose of ‘seconal’, is given beforehand. 


CHOICE OF AGENT 
Nitrous oxide is the obvious anzsthetic of choice for this type of surgery 
which does not require deep anzsthesia or muscular relaxation. ‘This agent 
provides a quick induction, a quiet anesthesia, and a quick recovery without 
unpleasant sequela. Although some patients may be resistant to its action, 
and therefore not easy subjects, it is safe to say that few patients cannot be 
anzsthetized with nitrous oxide if sufficient time, skill and care are exercised. 


The surgeon expects stillness, absence of hypoxia and jactitations, and a 


speedy uncomplicated recovery. All these criteria can be satisfied by a 


skilful administration of nitrous oxide. 

Many cases may require premedication, and in some a thiopentone in- 
duction may be advised. Previous experience of the patient, the nature of the 
surgery contemplated, or the wishes of the patient will be the guiding factors 
in making a decision. 

Children may require either premedication, or ethyl chloride in addition 


to, or in substitution for, nitrous oxide 


ARRANGEMENT OF THE SURGERY 
‘The patient may be restless either during induction or recovery. ‘Wherefore 
all apparatus or furniture which might cause him injury should be moved 
out of harm’s way. ‘This includes glass fittings and electric fires. 

At one hospital, the dental chair was placed in front of a large window: a patient 
who proved uncontrollable during recovery, rushed forward and put his head 
through the glass with unfortunate results for all concerned 

Similarly, any expensive fittings which the patient might damage, should 
he fling his arms and legs about, should be removed, for the surgeon cannot 


obtain compensation from the patient for their breakage 


PREPARATION OF THE PATIENT 
The bladder and rectum should be empty. ‘Tight clothing especially the 
shirt collar should be loosened, but this is for psychological rather than 
physiological reasons, and to avoid its being soiled with blood. Similarly, 
jewellery including necklaces should be removed. It is very undignified to 
have to crawl all over the surgery floor picking up loose pearls which have 
become detached from their string! Parents and relatives should not be 
allowed to remain in the room after the induction has begun. It is quite 
sufficient to have to attend to the patient: one does not earn a double fee 
for attending to fainting mothers also! Moreover, the anasthetist does not 
wish to have to take his attention away from the patient to explain to the 
relative that the patient’s noises, movements and colour are quite natural 


and need occasion no alarm. 
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EXAMINATION OF THE PATIENT 
Some anasthetists state that pre-anasthetic examination is unnecessary, but 
even if it yields or can yield no medical information of importance, it is still 
necessary in order to obtain the patient’s confidence. Further, its omission 
might be a damaging medico-legal point should the patient make any sub- 
sequent complaint. A few well-chosen questions about previous and present 
health may elicit useful information without making the patient frightened 
or worried. Information as to the state of the nose will often enable the 
anzsthetist to manage his anasthetic correctly in cases of recent cold, or 
nasal obstruction. ‘The anasthetist should also ascertain if there are any 
loose teeth, gold bridges, or jacket crowns, which he must take care not to 
damage, and if a change of gag to the other side of the mouth be necessarv, 


he should inspect the mouth for suitable spaces between the teeth 


POSTTION OF PATIENT 

‘The patient should be asked vently but firmly to sit up and back in the 
chair, to place the feet back against the platform or on the ground on either 
side of the chan the 
hands should be in the 
trouser pockets (men) OF 
interlaced in the lap 
(women); the head 
should be erect, forward 
and slightly extended 
The patient should be 
asked to relax and to 
assist the anasthetist by 
cooperating and trying 
to go to sleep 

The anesthetist must 
have inspected and 
checked ove! his appar- 
atus before the patient 
has entered the surgery 
Cylinder valves should Fig. 1.-—Simple portable dental nitrous oxide apparatu 

howing carrving box, two nitrou 

have been loosened so bag. and nose 
that the patient is not 
blown out of the chair when they are opened. Everything likely to be 
required during the operation, e.g. props, gags, and swabs, should be 
at hand 

\s a rule the simplest apparatus is the best and most efficient (fig. 1), for 
complicated gadgets get out of order easily and cannot be quickly repaired 


at the chairside. A set of either Mushin’s (fig. 2), ‘Truby’s or McKesson 


props, an adult and child size Fergusson gag (usually miscalled Mason’s) 


are essential. Often less bruising of gums and less damage to teeth are 
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caused if, instead of the latter, a rubber wedge, such the ‘Devonshire’ 
recently introduced by A. Charles King, is used to change the prop to the 
other side of the mouth. A gauze pack is essential, both to prevent mouth 


breathing and to prevent aspiration of pus, blood, or of fragments of amal- 


gam, teeth, or roots. The best type is a large piece cut off a role of gauze 
this can be packed lightly behind the teeth towards the hard palate, not 

















I Ww. 2 Mushin prop 


backwards towards the soft palate where it would obstruct respiration. Such 
a gauze pack can be made to occupy all the crevices of the mouth and will 
not shrivel up on absorbing blood or saliva, as will a wool pack 

Before the induction the anasthetist should wash his hands, not only to 
impress the patient, but because he will be expected to assist the surgeon 
by swabbing away blood, keeping clean the operative field, and protecting 


the patient’s lips from injury by forceps 


INDUCTION 
‘The induction of the anasthesia should be careful and slow, calculated to 
impress the patient with confidence and not to frighten him, but must not 
be too prolonged. Since nitrous oxide is heavier than air, many anasthetists 
place the nose-piece away from the nose and allow the gas to stream down 
over it What possible good this manceuvre is calculated to serve, | 
have always been at a loss to understand; it is difficult enough to anaes 
thetize a patient with nitrous oxide, but a weak mixture of the gas mixed 
with air can hardly serve any purpose except that of making the patient 


restless and more frightened than before. ‘The nose piece should be held 
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over, but close to, the nose (fig. 3), the gas having first been turned 
on gently, and after a few breaths it should be firmly placed over the 


(a) 


hig. 3.—The position of the nose-piece in dental anaesthesia. (a) The wrong 


position, resulting in occlusion of the nares by the lower border of the nose-piece 


(+) The correct position, leaving a clear airway through the nare 


nose so that the patient inhales a concentrated gas as soon as possible. If a 
nose-piece such as that I have recently introduced (fig. 4) is employed 
no feeling of obstruction 
or suffocation will be 


produced. 


The anesthetist - 


should stand on the { 


patient's left side, so that 


he can watch the surgeon 
and anticipate his re- 
quirements. In this pos- 
ition he can more easily 
control the head = and 
place it in any required 
position to facilitate the 
surgery being performed 4 
ae 
xperience shows that 
induction can be more 
pleasant for the patient 
if the anesthetist talks Fig. 4.—The Blair Gould Nasal Inhaler It is attached 
to the usual standard wide-bore concertina tubing, and 

quietly all the time, en- is provided with a special type expiratory valve (B) and 
couraging him to go to an on-off valve with air imlet (C) Ihe inhaler 1 
7: i retained in position on the face by means of a Connel 

sleep and reassuring him harness applied to the hooks (), and the ends of the 
that all is well. With harness are kept out of the way of the dental surgeon 


. . by the hook (EF) (Medical Pneumatn L.td New 
practice a suitable ‘patter Covendiclh Gevoet, W.1 
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can easily be acquired, but 
this should not be too ob 
trusive or distracting 

‘The signs of anzsthesia are 
better taught at the bedside 
than described in a short 
article such as this, but certain 
points may be emphasized. It 
is best not to handle the face 
or to test the eye reflexes (fig 
5) during induction, as this 
will disturb the patient if not 
asleep. No single sign of an 
wsthesia is intallible; all the 
signs, respiratory, muscular, 
ophthalmic, colour, must be 
considered together in the 
light of experience and the 
knowledge of how much an 
wsthetic agent the patient has 
inhaled. Certain signs are 
common to both light and deep 
anesthesia, e.g., quick irregu 
lar respirations in light anaes 
thesia are due to pain reflexes, 
whilst in deep anasthesia they 
are due to hypoxia; muscular 
movements may be seen in 
both light and deep anasthesia 
due to different causes; widely 
dilated pupils may be due to 
sympathetic stimulation in 
light, or to vagal paralysis in 
deep, anesthesia. If in doubt, 
to distinguish light from deep 
anxsthesia allow the patient 
to take a breath of air or 
oxygen. Simce an average ot 
three breaths is required be 
fore a breath of oxygen reaches 
the alveoli from the nose, 


Fig l | , F i 
Resistance wing bac t velid early im always anticipate the patie nt 


induction ) vilit » focus madhieates that the oxvgen requirements at least 
patient 1 cw Lecentric fixation 


thesia three breaths ahead 
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ASSISTING THE SURGEON 
Many points have already been mentioned, and many more will suggest 
themselves to the experienced dental anasthetist. A few of the more im- 
portant may be briefly noted. ‘The gag should not be allowed to slip or close 
while the surgeon’s fingers are in the mouth. ‘The lower lip must be pro- 
tected from being caught in upper forceps, and the patient’s eyes be pro- 
tected from the surgeon’s fingers. ‘The head must be held firmly and counter- 
pressure exerted against the pressure of the surgeon’s forceps. For extraction 
of upper incisors the nose-piece should be lifted from the upper lip; for 
upper third molars the mouth should be almost completely closed, and the 
jaw displaced towards the side of the extractions; for lower molars the head 
should be turned away from the side being operated on, and the jaw pushed 


well forward with the chin slightly raised. 


RECOVERY 
‘The operation over, the anaesthetist must not walk away and take no further 
interest in the proceedings. He must remain supporting the jaw to ensure 
maintenance of a good airway, he must withdraw the dirty swab and, if 
necessary, insert a clean one to control the bleeding, and he must keep a 
watch for vomiting. 

Once reflexes are regained, the patient must not be allowed to leave the 
surgery until he is neither a danger to himself nor to others, ‘The responsi- 
bility of ensuring this is that of the surgeon and anzsthetist, for the patient 
may not appreciate the necessity for a short period of recovery, and may 


consider himself much fitter than he really is. 


INTRAVENOUS ANASTHESIA IN THE DENTAL CHAIR 

In cases which are known to be resistant to, or uncontrollable with, nitrous 
oxide gas, or in other cases which are psychologically unsuitable for in- 
halational anzsthesia, or in certain cases of difficult surgery, intravenous 
anasthesia with thiopentone may be indicated. This is better regarded as 
intravenous induction of anasthesia, with maintenance by nitrous-oxide- 
oxygen, since this outlook enables the anesthetist to administer the smallest 
possible dose of the drug, to the benefit of patient and surgeon alike. It is 
perfectly safe to administer thiopentone in this way with the patient sitting 
upright in the dental chair, provided that the head and neck and lower jaw 
are properly supported, and that the throat pack and surgeon’s instruments 
are not allowed to obstruct the airway. 

Thiopentone, however, should never be given unless a second medical 


practitioner is present to take responsibility for the care of the patient’s 


airway and cardio-respiratory system and there are facilities for adminis- 
tering oxygen and artificial respiration and the skill to employ them etfec- 
tively. Unexpected fatalities are not infrequent, especially in the hands ot 
the inexperienced, and records show that in the majority of deaths asso- 
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ciated with anasthesia, thiopentone is implicated. ‘The usual dental 
apparatus, comprising oxygen cylinder, bag and tace-piece, is quite 
sufficient to provide satisfactory respiratory exchange should apneea super 
vene. Provided only a small dose has been given, and that the patient's 
circulation is not affected, detoxication is rapid, and efficient oxygenation 
is all that is required to tide the patient over until the respiratory function 
returns. It 1s because of lack of appreciation of these facts, and lack of such 
facilities, that most fatalities occur. ‘The first sign of overdose is cessation 
of respiration; the pulse is not usually affected immediately unless the 
circulation is damaged by previous disease, overdose of the drug, or 
hypoxia. Should respiration cease, administration must be discontinued 
immediately, the airway be restored by supporting the lower jaw and 
tongue, and oxygen be administered. Artificial respiration by intermittent 
pressure on the bag will usually suffice to restore the patient's colour and 
respirations. Artificial respiration with oxygen is worth the whole pharma 
copeia of drugs, and no time should be lost in applying it 

Intravenous anasthesia, moreover, should not be attempted in the dental 
surgery unless there are adequate facilities for looking after the patient 
during recovery, as some patients, even after a small dose, remain semi 
comatose for a long period. Others remain in a semi-inebriated state, during 
which they are unable to understand or carry out even simple instructions, 
and would certainly be a danger to themselves and others if allowed to 


proceed home. Patients to whom a barbiturate has been given should not be 


allowed to drive a motor car that day, and require an escort to pilot them 
home. 

The simple nature of the intravenous injection should never tempt the 
operator to act as his own anasthetist: thiopentone should never be given 
unless a second medical person is present. It has been described as ‘fatally 
easy to give’, and this description carries its own moral. It is indeed fatally 
easy to give an overdose, and the temptation to empty the syringe un 
necessarily can be avoided if the latter is loaded only with a minimum 
quantity of the solution. I advise never mixing more than 0.5 g. of the drug, 
and never giving more than this quantity to a fit person at a single injection; 
to the not so fit | advise proportionately less. If necessary, a second injection 
of a further small quantity may be given later but, if the induction is tol 
lowed by nasal administration of nitrous-oxide-oxygen, this ts. rarely 
required 

Thiopentone is followed by venous thrombosis more frequently than is 
often realized. Should this occur round the elbow it may cause considerable 
discomfort and disability. I always recommend that solutions of greater 
concentration than 2.5 per cent. should never be used, for | have never 
heard of a solution of this dilution causing thrombosis. If at all possible, a 
vein at the wrist or on the back of the hand should be chosen in preference 


to one in the antecubital fossa 
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\ turther serious complication, namely, gangrene of the fingers or hand 
due to intra-arterial injection, may also be avoided 
if this course is adopted. If a vein in the ante- 
cubital fossa must be used (fig. 6), it should be 
inspected and palpated carefully beforehand to 
ensure that there is no artery lying just beneath 
it. Blood should be aspirated before the injection 
is begun, to ensure that venous blood, and not 
arterial, is present, and after the first few drops 
of the thiopentone solution have been injected, 
the anazsthetist should stop and make quite sure 
that the injection ts not painful, before proceeding. 

‘The dental prop should be inserted before the 
injection is started. ‘The injection should be given 
slowly, and as soon as the patient is asleep and 
relaxed, the needle should be removed from the 
vein. ‘The nurse should attend to the arm, while 
the anesthetist transfers his attention to the head 
Respiratory obstruction must be avoided, and the 
anwsthetist should satisfy himself that the patient 
is breathing well betore applying the nose-piece 
The mouth may be packed in the usual way so 








long as this does not cause obstruction. A good 
colour must be maintained throughout 

After the operation is completed, the patient 
should be placed recumbent on his side on a couch 


in a well lit room, and his colour, breathing and 
big. 6 Diayvram showing 
the most usual arrange 


well. He should not be left in the room unattended ment of the superficial 


pulse watched for a time to make sure that all is 


veins m the anternor sur 
tace of the torearm \ 
recovered, Most patients during such recovery ahs i. auntie. ¢ 
median cephalu DD 
cephalu | ulnar I 
and cannot carry out, even simple instructions seme! Rey Ye eas 


tor even a few minutes, until he is completely 
have a retrograde amnesia and do not understand, 


‘They may quite easily hurt themselves by falling 

over in an attempt to get up and walk about. ‘They are in a state of pseudo- 
inebriation and euphoria and are incapable of realizing their own instability 
The responsibility of looking after them and protecting them from harm 


rests with che surgeon and anesthetist 


DENTAI ANAESTHESIA IN CHILDREN 
\ volume could be written about this subject. Dental anasthesia in children 
is a special study and demands a caretul and special technique. Although 
most children will cooperate well unless they have been frightened by a 


previous unhappy experience or by their parents, the right approach is 
essential, Often premedication with an aspirin tablet, a small dose of 
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nepenthe, or chloral hydrate (5 to 20 yvrains [o RZ to lpg 1), or ‘seconal’ 
(} grain [50 mg.]), will make all the ditference between a non-cooperative 
patient who is difficult to control, and one who is easily managed. In most 
cases nasal nitrous oxide may be employed with success, combined with 
either air or oxygen 
With difficult children 
some supplementary agent ts 
often necessary. For this pur 
pose a little ethyl chloride 
sprayed on to the edge of the 
napkin is usually sufficient 
(fig. 7). The napkin is gradu 
ally brought closer to the 
child’s face and the concen 
tration of the ethyl chloride 
is increased. Once the child 
is asleep, the napkin is dis 
carded and the anasthetic is 
continued with nitrous oxide 
and air or oxygen 
In children the prop must 
be held in position by the 
anzsthetist, or the child will 


try to push it out with his 
The Great Ormond Street method of 


giving ethyl chloride tongue. It is always better to 


insert a prop quite early, 
rather than to wait until the child ts asleep, for then the jaws may be tightly 
clenched, and damage to teeth may be caused in trying to open them 
In children, hypoxia must be avoided at all costs, for it sets up a disastrous 
train of effects. ‘The child becomes cyanosed, then rigid, then opisthotonos 
or generalized jactitations develop. ‘The child slips down the chair and the 
anasthetist loses control of the situation. As a rule the only remedy for this 
state of affairs is to allow the child to regain consciousness and start again 
‘This train of events may be avoided if it is remembered that in children 
the oxygen reserves are low, and nitrous oxide with air or oxygen is a much 
more subtle and difficult anasthetic than in the adult. Hypoxia develops 
early and easily, and therefore oxygenation must be adequate from the 
start. How to do this without prolonging the induction so as to frighten the 
little patient and without maintaining the anesthesia on too light a plane is 
an art which is only acquired with constant practice 
Fig. 1 and 6 are reproduced from ‘Modern Practice in Anwsthesia’ (ed. Frankis 
‘Tl. Evans) by permission of Butterworth & Co. (Pubiishers) Ltd Fig. 3, 5 and 7 
are reproduced from ‘Essentials of General Anasthesia’ (Macintosh and Bannister) 


by permission of Blackwell Scientific Publications. ‘The block for fig. 2 has been 
provided by Medical Industrial Equipment Ltd 





THE ANASTHETIST AND THE PATIENT 
By GORDON OSTLERE, M.B., B.Cuir., D.A 
Isststant, Nuffield Department of Anaesthetics, University of Oxford 


‘THE anonymous patient on the operating table has been depersonalized 
further in the last five years as the anasthetist, outstripping his colleagues 
in manipulating human physiology, has learned how to exert immediate, 
powerful, and precise influence over the respiration, blood pressure, 
muscular tone, and activity of the autonomic nervous system; in addition 
he has improved his longer established control of the level of narcosis. 
Within a few more years apparatus for artificially maintaining the circulation 
will certainly become perfected, and the surgical patient will be brought 
even nearer to the status of a physiologist’s laboratory preparation. 

‘These advances in technique have fortunately been complemented by a 
sharper understanding among anasthetists that their obligations to their 
patients, like the surgeons’, extend beyond the operating theatre; in most 
British and United States’ hospitals it is now recognized that the anasthetist 
alone has the responsibility of deciding the patient’s fitness for operation, 
and of prescribing the treatment for postoperative complications not 


directly the result of surgery. 


BEFORE THE OPERATION 
Anesthetist and patient should never first make acquaintance in the 
anesthetic room. ‘he anasthetist must visit every patient the day before 
operation to assess his physical condition, prescribe premedication, and 
offer reassurance. ‘The preoperative clinical examination has three clear 
aims. It must allow the anasthetist to judge accurately the extent of the 
patient's surgical disease, the extent of any other illness from which he is 
suffering, and the condition of his respiratory and circulatory systems. 
‘The respiration and circulation can usually be investigated adequately by 


questioning the patient on cough and sputum, dyspnea or orthopnea, 
aedema of the ankles, and anginal pain; and by examination of the heart for 
valvular lesions and arrhythmias, of the lungs, of the liver for enlargement, 
of the ankles and sacrum for edema, of the urine for sugar and albumin, 
and of the raucous membranes for anaemia. ‘The anzsthetist should take 


advantage of his visit to examine also three areas cf particular importance to 


the nasal airway, the trachea in the neck, and the veins of the arms 


himself 
provided the 


and hands. ‘This simple examination is generally sufficient 
anzsthetist makes no pretence of being a physician himself, and sends for 
the assistance of his medical colleague if in doubt over the presence or 


significance of any physical sign. 
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In calculating the operative risk, the anasthetist should pav less attention 
to the physical signs of cardiac lesions than to the evidence of the efficiency 
of the patient's circulation. Valvular disease unaccompanied by heart failure 
does not add to the risk of a competently administered anasthetic. Even 
patients in failure tolerate anaesthesia (but certainly not anoxia) surprisingly 
well, and the risk then lies less in the danger of circulatory collapse than in 
the presence of adematous transudate in the lungs. If heart failure is 
present the patient must be seen by a physician and treated before operation. 

‘The anzsthetist is commonly presented with the patient exhibiting a 
slight degree of heart failure, and he must decide how much the condition 
will increase the operative risk. ‘The man who can go about his work and 
daily life is generally fit for any operation; moderate dyspneva on climbing 
stairs or edema of the ankles in the evening can usually be discounted. A 
history of anginal pain or of coronary thrombosis should make the anaesthetist 
much less confident, whether or not failure is present. ‘There is then the 
danger of severe coronary ischamia if the blood pressure falls during the 
operation, and the anasthetist should administer neither high spinal anal- 
gesia nor any other drug likely to cause hypotension. Deliberate lowering of 
the blood pressure with the methonium compounds during operation has 
now become common, and anasthetists using this tec hnique should keep in 
mind Hayward’s (1952) warning that coronary heart disease may not be 
detectable clinically and can exist in apparently healthy young men with no 
changes in the peripheral blood vessels. 

The danger of respiratory disease under general anasthesia increases in 
proportion to the amount of fluid in the air passages. ‘lhe anasthetist should 
hesitate to administer a general anasthetic for any operation (antrostomy, for 
example) to any patient with bronchiectasis who has not undergone a 
successful course of postural drainage. More usually he is presented with a 
patient with chronic bronchitis, for whom little can be done to improve the 
condition; these patients usually cause no anxiety, although the risk of post 
operative chest disease is probably increased. It is the anasthetist’s re 
sponsibility to arrange for any patient undergoing upper abdominal surgery 
to receive instructions from the physiotherapist in breathing exercises betore 
operation 

The patient with a cold is a problem for the British anasthetist several 
times a week for most of the year. The difficulty is usually presented less by 
the patient than the surgeon, who refuses to see why such a contemptible 
illness should stand between him and the completion of his operating list 
The dangers of anawsthetizing a patient with a cold are indefinite, and 
anzsthetists vary in their opinions on the topic. If the patient has pyrexia, 


if the operation is severe, if it is upon the upper abdomen, and if there ts 


no urgency, it 1s probably best to postpone the case Otherwise it is usually 


possible to proceed without danger. ‘The general practitioner who discovers 


that his patient has deve loped a cold shortly betore entering hospital for an 
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elective operation would be thanked by the house surgeon for a telephone 
call: the admission could be postponed and the bed reallotted. 

‘The preoperative examination is also the anasthetist’s opportunity of 
allaying his patient’s anxiety. ‘lo patients there are no minor operations: 
each is a crisis in a man’s life. Any person with normal sensibilities is upset 
and unnerved by the abrupt change from the security of his home to the 
ward that allows the privacy of a tank in an aquarium; to this is added his 
nervousness over the forthcoming anasthetic, which has paradoxically re- 
placed the fear of surgery itself. Many patients enter hospital for a second 
operation with memories of ‘suffocations’ in the anaesthetic room in child- 
hood, or before the intravenous barbiturates came into fashion, and a word 
on the advances of anasthesia since then is reassuring. ‘The anesthetist 
might also give a reminder of the hundreds of people who pass through the 
hospital’s operating theatres every month without mishap; or remind the 
patient that his chances of dying under anasthesia are as slight as of being 
murdered (‘Teare, 1952). 

‘Personality’, wrote Crampton (1934), ‘is non-toxic and does not throw 
any strain on the heart, liver or kidney, nor does it depress respiration’. 
The anzsthetist’s personality is nevertheless usually supplemented by drugs 
Premedication— generally with morphine or pethidine and hyoscine or 
atropine——is an important part of the anasthetic and should be prescribed 
by the anawsthetist himself. ‘The choice of drugs and their dosage is des- 
cribed fully in all textbooks of anzsthetics. ‘The patient should also be 
assured a sound sleep the night before the operation by prescribing any 


hypnotic that is popular in the hospital 


IN THE ANAESTHETIC ROOM 
Although premedication softens the approach to the theatre, the patient 
waiting in the ward feels some natural nervousness on the arrival of ‘that 
two-handed engine at the door’. ‘The anaesthetic room itself, at the end of a 
horizontal ride down the corridor, usually does nothing to relieve his alarm 
It is the anasthetist’s responsibility to see that the room is not used as a 
store for sister’s instruments, a passage-way for the theatre nurses, and a 
green room for the surgical team. ‘The recommendations on anzsthetic rooms 
in textbooks of hospital planning and organization are generally overlooked 
(Stone, 1939; Ward, 1949). ‘The room should adjoin, and open into, the 
theatre; it should be at least 120 sq. ft. in area, and the corridor immediately 
outside should be 7 ft. wide in order that the trolley may be turned easily 
into the door; it should be well lit, adequately ventilated, and sparsely 
furnished. The exit from the theatre should be separate, to spare the patient 
the depressing sight of his apparently dead predecessor being wheeled past 
within a few inches of his face. Neither should the entrance door allow 
him glimpses of the operation. The light bulb must not hang directly above 


the patient's eves, the anaesthetic apparatus should be out of sight behind his 
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head, and the instruments not displayed to him in a glass cupboard. 
‘The large notice saving ‘Silence’, a standard fitting in British anzsthetic 
rooms, unfortunately receives less respect than the ‘No Smoking’ signs in 
railway carriages. ‘The sense of hearing disappears last during the induction 
of anzsthesia: but the swiftly acting intravenous barbiturates have for- 


tunately reduced the risk of the anasthetist’s embarrassment 


Some vears ago a colleague was administering nitrous oxide to an American 
visitor for the incision of a large carbuncle on the neck. As he began the induction 
he remembered abruptly that he had overlooked testing the patient's urie—a 
serious Omission mn such a case. Waiting until the respiration became regular, he 
asked the surgeon anxiously ‘I sav! Hlas this fellow vot any sugar? Aw, take it casy, 
Doc’, came a sleepy voice from under the mask, ‘the goddam cheque’s on the 


mantlepiece 


IN THE THEATRI 
The anasthetist’s opportunities for solving crossword puzzles and detective 
stories have lessened with the increased complexity of anasthetic technique 
The good anasthetist never leaves his patient in the theatre; but the road 
back to bed is unfortunately still a dangerous one. The patient on the 
operating table is under the supervision of a specialist, but he returns to 
the ward in the charge of a nurse —though still under the etfect of the drugs 


administered to him for the operation. It is the anasthetist’s established 


responsibility to train the ward nurses to maintain a clear airway in their 


unconscious patients and promptly to recognize and relieve respiratory 
obstruction; but the introduction of the curarizing drugs has presented the 
nursing staff with more batting hazards. ‘The ample respirations of a par- 
tially curarized patient who is still under the stimulus of surgery on the 
operating table may die away when he is wrapped in warm blankets on a 
soft bed. A protective dose of negstigmine before leaving the theatre partly 
solves this problem; but a recovery ward built next to the theatre would 


provide the complete answer! 


CHILDREN 
The anasthetist’s personality is of more importance in the anasthesia of 
children than of adults. Whenever possible, children should be premedicated 
with a short-acting barbiturate such as ‘nembutal’ given orally, so that they 
reach the anasthetic room already unconscious. ‘he drug alone is not 
sufficient: quiet, gentleness, and care are equally necessary. ‘The child must 
be moved carefully from his cot, the anesthetic room must be silent, and the 
induction begun without disturbing him from the usual curled-up position 
of normal sleep under the blankets. Nitrous oxide can usually be run under 
cover of the blankets until the patient is anasthetized, or the cupped hand 
instead of the rubber mask laid gently on the child’s face. Only the most 
foolish sisters will now disturb a lightly narcotized child and sit him up ‘to 


see the funny man’ 
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This is the only way in which a tranquil induction can be assured for a 
child. Unfortunately, there are several contraindications to the technique 
in very young or acutely ill children, for example, or in throat operations 
when a brisk cough reflex is necessary immediately afterwards. A fairly large 
nursing staff is needed to supervise the patients before and after operation, 
and in some cases the capsule of barbiturate is vomited. When the patient 
arrives in the anasthetic room awake, the anasthetist must induce narcosis 
with nitrous oxide or ethyl chloride, as skilfully as possible. ‘The ‘Dolly 
Varden hat’ technique described by Frankis Evans (1946) Is excellent, or 
nitrous oxide may be blown over the child's face from a delivery tube cupped 
in the hand while the anaesthetist keeps up a distracting and reassuring 
monologue (I have found food is a rewarding topic, if described whole- 
heartedly). Some anasthetists are ‘good with children’ and others are not 
but both do better in quiet and unhurried surroundings. It is distressing 
that the most common childhood operation, the unzsthetic procedure ot 
“T's and A’s’, must be performed without sedative premedication, in a hot 
and noisy operating theatre, and with an impatient surgeon jostling the 
anzsthetist’s elbow 

The danger of the patient's having taken food shortly before anwsthesia 
must be foreseen whenever children are anazsthetized. ‘Three hours is 
generally accepted as the period for a meal to be safely digested; but this 
time is unreliable when the normal process has been disturbed by an 
accident, or by the fear of a forthcoming operation. Chocolates, buns, apples, 
and other temptations must be removed from the child’s locker on the day 
of his operation and from the lockers of his neighbours. In the out- 
patient department it must be impressed on the mother that ‘food’ includes 
even a single orange or a glass of milk, and that her untruthfulness may be 
fatal. 


LOCAT AND SPINAI ANALGESIA 


Local or spinal analgesia must not be approached in the spirit of the pre- 
war anxsthetist who gave half a dozen ‘spinals’ in the ward before the 
operating list and went out to play golf. ‘The administration of the local 
analgesic drug is only part of the anawsthetist’s duty to his patient: he must 
pass the operation as if it were being performed under general anasthesia 
It is his duty to warn the patient before moving him into the theatre; to 
make him as comfortable as possible on the operating table; to supply sips 


of water: to encourage him: and to reassure him when the analgesia is 


about to appear inadequate — for example, when the vagus is stimulated 


during gastrectomy by traction on the cardia. Many patients fortunately 
fall asleep under the effect of their premedication, and this may be pleasantly 
encouraged by offering the B.B.C. Light Programme through a pair of 


earphones, 
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AFTER OPERATION 


‘The management of the three generally accepted sequela of anasthesia 

vomiting, ‘chests’, and ‘spinal headaches’is in most hospitals recognized 
as the anasthetist’s responsibility. ‘Therapy is described in all anaesthetic 
textbooks. The treatment of a ‘chest’ (which is usually a combination of 
localized atelectasis and infection) is generally undertaken in association 
with a physician; but the anaesthetist can assist in diagnosing the condition 
as promptly as possible, for it may appear within twelve hours of the opera- 
tion when only the house surgeon has the responsibility of initiating treat 


ment. ‘The danger of a ‘chest’ goes beyond a second illness imposed on an 


enfeebled patient: unless the lobule is quickly re-expanded there is the risk 


of later bronchiectasis 

lhe smaller sequela of anaesthesia are often overlooked by the anesthetist, 
and usually pass no further up the hospital hierarchy than the junior nurses 
But these complications are serious, because they are unnecessary. Sore eycs 
are the result of a misapplied mask; cut lips, sore throats, and huskiness 
indicate badly performed laryngoscopy and intubation ; hamatomas, throm 
bosis, and multiple needle-pricks are poor compensations tor substituting 
veins for trachea as the route of anasthesia. Backaches and other ligamentous 
pains have become common since the introduction of the relaxants; they can 
usually be prevented by a pillow placed in the small of the patient's back 
during the operation, and by the anasthetist ensuring that no joint ts 
unreasonably stretched 

The treatment of these lesions is mainly symptomatic, but the post 
operative visit is of service to the patient for bringing them to light. It ts 
of even more value to the anesthetist, for it brings him humbly face to face 


with his own short omings 
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CHEMICALS IN FOODSTUFFS 
By MAGNUS PYKE, B.Sc. Pu.D., F.R.L 


‘THe scientific literature on chemicals in foodstuffs is accessible, complete 
and up-to-date. ‘The facts are therefore readily available. ‘The reason for the 
somewhat anxious interest in the problem that exists today arises therefore 
not so much from a lack of information as from the philosophical difficulties 
of drawing conclusions from these facts. We live in a world of technical 
experts who, though capable of speaking with authority on their own in- 
dividual specialties, are often unconvincing when they leave their particular 
fields of expertise. The principal deficiency from which we suffer is, indeed, 
a shortage of well-informed, humane laymen. In as much as he represents 
such a person at least in the field of food chemistry a doctor carries a 
special responsibility to the community. 

Food is not solely a material which affects animal nutrition and physio 
logical well-being, it is also an important part of the good life. For the 
balanced consideration of chemistry and food, a civilized approach is there- 
tore required, Basically, it can be assumed that a doctor is working to in- 
crease the total sum of human happiness enjoyed by his patient. Whether or 
not he forbids that patient the pleasures of smoking, or walking in the open 
air, or working in a factory because of the dangers ot, say, aggravating a 


pathological condition must be settled on the merits of the case. ‘The purpose 


of training a doctor for the liberal profession of medicine is to fit him to 
recognize such problems and deal with them on a civilized basis. ‘The modern 
uses of chemicals in foods present just such questions, in which a potential 


danger to health must be balanced against a possible increase in happiness 


BREAD ‘IMPROVERS’ 
‘The benefits provided by the so-called bread and flour ‘improvers’ are that 
they enable a large loaf of good texture to be made from flour which would 
not otherwise produce it. ‘The quality of a loaf depends upon the physical 
properties of the protein, i.e., the gluten, of the flour from which it is made 
These properties change after the flour has been milled. A few weeks’ 
storage brings about a modification of the protein which causes the flour to 
yield a significantly stronger, more stable and more elastic dough and hence 
produces better bread. ‘hus flour, irrespective of the wheat from which it 
has been milled, must be kept for some time before use if it is to give 
optimum results in the bakery. Nearly forty years ago it was discovered that 
the improving effect of age upon the breadmaking qualities of flour could 
be brought about immediately by incorporating 1n it 1 part of ammonium 
persulphate with each 5000 parts of flour. Another substance which exerts 
a similar ‘improving’ effect, and which has also been widely used by millers, 
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is potassium bromate. ‘This is employed at a rate of about 1 part im 50,00¢ 
of flour. 
In 1919, it was discovered in the United States that the addition of 


approximately 1 part of the gas, nitrogen trichloride, to 15,000 parts of flour 


not only gave a highly satisfactory ‘improving’ effect but also bleached the 
Hour as well. ‘he process was introduced into Britain in 1923 and within 
twenty vears 8o per cent. of bakers’ flour was being treated with nitrogen 
trichloride, under the trade name of ‘agene’. By 1950 or so, g5 per cent. of 
all bread flour in the country was processed with agene, either alone o1 
jointly with ammonium persulphate or potassium bromate 

The first evidence that agene might be harmful to health was reported by 
Sir Edward Mellanby in 1946' when he showed that dogs fed on flout 
which had been treated with agene developed a form of hysteria, also known 
as ‘running fits’. It was soon found that the toxic substance causing this 
condition was methionine sulphoximine, a reaction product formed from 
nitrogen trichloride and the amino-acid, methionine®. ‘This, then, is the fact, 
the potential danger to health: that agenised flour contains a substance which 
Is toxic to dogs and also to rabbits and ferrets. As opposed to the possible 
harm arising from its use, there is the unquestioned contribution which it 
makes, as an excellent ‘improver’, to the technology of baking 

Arising from Mellanby’s discovery of the toxic effect of nitrogen tri 
chloride, the following steps have been taken. ‘The milling and baking 
industries in the United States and the manufacturers of agene have 
voluntarily abandoned its use and have substituted chlorine dioxide instead 
When this change was made no undesirable physiological effects had been 
detected from chlorine dioxide although its influence on the structure of the 
dough protein is approximately equivalent to that of agene. A joint com 
mittee of the British Ministries of Health and Food has recommended that 
chlorine dioxide should in due course take the place of agene. No one would 
add a chemical such as nitrogen trichloride (or, for that matter, chlorine 
dioxide) to food unless he was going to obtain some technical benefit by 
doing so; on the other hand, no public authority would allow the addition to 
be made if it were demonstrably harmful to health. ‘The Ministry of Health's 
joint committee allowed the continuation in the use of agene pending its 
substitution by chlorine dioxide because it was efhicient and because, as they 
stated in 1950, ‘the public can be assured that the present methods of the 
treatment of flour, which have been in operation in this country, the United 
States and Canada for some 25 years, and which include agenisation, have 
not been proved to be injurious in any way to human health’ 

Since the time that statement was written two developments have occurred 
both of which may perhaps prove significant. Dr. G. C. Sheldon and D1 
\llan York published a circumstantial report in the Lancet® of the case of 
a woman who suffered from a chronic skin disorder associated with anorexia 


and depression and showed that these symptoms were associated with the 
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consumption of flour, the protein of which had been modified in the 
customary manner with either nitrogen trichloride or chlorine dioxide. 
Although the evidence is as yet scanty, it seems therefore that both these 
chemical improvers may prove to be harmful to human health. On the other 
side of the picture has been the development of a method in which the same 
effect as that derived from chemical improvers is achieved by whisking the 
Hour as a batter during the preparation of dough.* Clearly, the introduction 
of this system in place of the use of agene or chlorine dioxide would present 
a number of practical difficulties to the baking industry. Nevertheless, it is 
interesting to note that, as these words are written, one at least of the 
country’s major baking firms is producing a very large part of its output by 
this process. 
‘PAT EXTENDERS’ 

The shortage of good quality Canadian wheat and a lack of storage capacity 
sufficient to permit the ageing of flour impel the miller to use ‘improvers’. 
Similarly, the shortage of fat suggests to the ingenious chemical manu- 
facturer that scope exists for the development of ‘fat extenders’ and emulsi- 
fiers for use in the bakery, confectionery and ice-cream trades. During re- 
cent years there has been an increasing use of a wide variety of surface-active 
avents not only as ‘tat extenders’ but as anti-staling agents and emulsifiers as 
well. ‘hese substances fall into two chemical groups: polar compounds, such 
as glyceryl mono-oleate or monostearate, glycol oleates or stearates, 
pyridinium compounds, pentaerythritol stearate, and ethanolamine oleates 
or stearates; and non-polar compounds, including sorbitan esters of fatty 
acids and polyoxyethylene compounds of various types. ‘These are mostly 
distributed under proprietary names such as ‘spans’, ‘tweens’, ‘myry’, ‘nno’ 
or ‘brij’. Polyoxyethylene monostearate is known, as could be imagined, as 
‘poems’! 

‘The use of these surface-active agents raises two matters of principle. 
First, if the texture, taste and appearance of a food product give the con- 


sumer the impression that it contains a certain proportion of fat, to what 


extent is the manufacturer entitled to use his chemical and technical skill 
to achieve the desired result with less? ‘The scientist cannot properly answer 
this question: it is for the informed citizen to do so. ‘The second important 
matter is whether or not the chemicals used are likely to be harmful to 
health. 

‘The Delaney Committee in the United States® reported that, following the 
introduction of polyoxyethylene monostearate in 1947, the amount of fat 
used in bread and rolls was reduced from 4 per cent. to 2 per cent., involving 
a diminution of 80,000 tons a year in the consumption of fat. Animal experi- 
ments with this compound have since shown that it may cause an increase 
in the concentration of oxalic acid in the urine accompanied in some in- 
stances by the appearance of urinary calculi. ‘here is also some evidence 





CHEMICALS IN FOODSTUFFS 169 


that it causes certain changes in the absorption of fats and of cholesterol in 
human beings. Consequently its use in this country has been discouraged 
‘There ts clearly less cause for objection on toxicological grounds to glyceryl 
monostearate, which is one of the group of polar compounds. Under the 
designation of GMS, it is today being widely used. ‘This substance occurs 
naturally during the normal metabolism of fats. It is curious to note that pure 
glycervl monostearate has no emulsifying power whereas mixed glycerides 
produce fine, stable emulsions. Other members of the polar group, e.g 
glycol compounds or compounds of ethanolamine, are less desirable as 
components of toodstutfs. The casual use of diethvlene glycol in the United 


States was accompanied by disastrous results 


SYNTHETIC COLOURS 
‘The addition of synthetic colours to foods is basically a further extension on 
philosophic grounds to the principle involved in the addition of ‘fat ex 
tenders’. For example, by colouring yellow a cake which is made without 
egg in such a way as to simulate a cake containing egg the manufacturer is 
either ‘enhancing the acceptability’ of his product and hence, perhaps, 
contributing to nutritional well-being, or alternatively, ‘deceiving the public’ 
and, by implying the presence of non-existent egg, harming nutritional 
status, whichever way the philosophical citizen cares to look at it. Assuming, 
however, that food colours add to the attractions and happiness of life, have 
we to take into account any counterbalancing toxicological hazard? 
In the United States, Canada and some other countries there are lists of 


permitted dyes which may be added to foods. In this country, on the other 
hand, where virtuousness is assumed pending a proof of guilt, there is a list 
of forbidden dyes which may not be used. Whichever method of selection ts 


chosen there is great difficulty in knowing whether or not a newly developed 
synthetic dye will or will not be harmful. ‘There appears to be no means of 
judging by looking at the chemical formula of a substance, whether, sooner 
or later, it may or may not be liable to cause chronic degenerative changes or, 
worse still, the development of tumours. As a case in point, the oil-soluble 
azo-dye, para-dimethylaminoazobenzene, known as Butter Yellow, was up 
till 1936 on the U.S.A. list of permitted food colours. At that time, however, 
it was shown to be capable of causing liver tumours in rats and was in 
consequence withdrawn from the group of certified colours. ‘There are, of 
course, a number of naturally occurring colouring materials, e.g. carotene, 
beet extract or pigments from palm oil, the use of which in foods is clearly 
unexceptionable. So far as synthetic dyes are concerned, Peacock’ has gone 
to the léngth of suggesting that the safest procedure would be to ban their 


use entirely in food 


CHEMICAL PRESERVATIVES 


\s long ago as 1400, the use of sulphur dioxide as a tood preservative was the 
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subject of legislation in Augsburg, and its addition to wine was condemned 
in London in 1600. In excessive amounts, sulphurous acid is a toxic sub- 
stance, and successive British Governments have taken steps to protect the 
public by imposing limits on its use. ‘The permitted limit for jam is 40 parts 
per million. During the 1939-45 War, however, the Government found 
itself in the food business. Searching about for a substitute to console the 
housewife for the shortage of sugar to preserve her fruit, the Ministry otf 


Food sponsored the use of tablets of sodium or potassium metabisulphite 


‘l'wo of these tablets dissolved in water in the recommended manner pro- 


duced a solution containing 1000 parts of sulphur dioxide per million. ‘The 
housewife herself was relied upon to reduce the concentration to a safe level 
by boiling. 

‘This then exemplifies a principle. If food cannot be preserved by un- 
exceptionable means, by sugar, by salt, by refrigeration or by canning, is 
it, or is it not, justifiable to use a chemical preservative? 

At the present time in this country benzoic acid and sulphurous acid and 
their salts are the only chemical preservatives allowed in foods. Benzoic acid 
occurs naturally in many fruits and vegetables and up to 0.5 g. or more can 
be excreted daily in the form of hippuric acid, without harm. Sulphurous 
acid is somewhat more toxic but its unpleasant taste in higher concentrations 
is a safeguard against the consumption of dangerous amounts. As might be 
expected, a number of new preservatives are being studied and it seems 
likely that substances with increased effectiveness, but reduced toxicity, will 
emierye. 

‘The use of antibiotics as tood preservatives has been proposed, but it 
seems at the moment that the complex possibilities that they might alter 
the bacterial flora, develop resistant strains or produce allergy among people 
eating the food may never have to be argued because they do not appear to 
be very effective 


CHEMICALS APPLIED TO FOOD CROPS 
A different type of problem arises from the development of a number of new 
chemicals which are applied not to food itself but to crops which later be- 
come food. Compounds of arseni and of copper, namely Paris Green and 
Bordeaux Mixture, have been used to spray crops since 1870 and 1885. A 
new hazard, however, is presented by the modern organic sprays. DDT ts 
highly effective in controlling cabbage caterpillars. It is also used to combat 
celery fly, tomato moth, raspberry beetle and gooseberry sawfly. It is by no 
means easy to ensure the entire absence of DD'T from these crops when they 
are eaten. Furthermore, milk from cows kept in barns sprayed with DDT 
was found by Lehmann® to contain up to 1.2 p.p.m. of the insecticide. He 
also reported figures up to 0.77 p.p.m. for the DD'T content of human milk 
Although the positive benefits from the use of DD'T are great, it clearly 
introduces an element of risk. It tends to be stored in the body and ts only 
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eliminated slowly. With rats, § p.p.m. in the diet produced liver cell damage 
But DDT is merely the first, if perhaps the best known, of a growing 
series of compounds. Its closest relatives are BHC, chlordane, toxophene, 
aldrin and dieldrin, all chlorinated hydrocarbons. Another group comprises 
the organic-phosphorus compounds, of which parathion, schradan, tsopestox 
and several others are absorbed by plants and thus render all their tissues 
toxic to certain groups of insects. Safe limits for their consumption by human 
beings are today not yet entirely clear, nor is it easy to ensure that any 
tentative limit which may be established is adhered to in practice 


SOME OTHERS 

Besides the categories of chemicals which have been touched upon, there 
are others which may be found in modern foods. ‘There are antioxidants, 
substances added to food w rappers for various purposes, iodine added to 
salt, fluorine added to water, synthetic hormones administered to poultry 
and livestock, and artificial sweetening agents. How are the public to know 
what the combined etfect of all these is going to be? Hlow ts the doctor to 
form a balanced opinion? 

In 1937, more than one hundred people died in the United States after 


using an ‘elixir of sulphanilamide’. There was nothing wrong with the 


sulphanilamide but the manufacturer had issued it dissolved in diethylene 


glycol. Also in America, monochloroacetic acid was used as a preservative in 
soft drinks and wines. It was found to possess toxicity comparable to phenol 
In 1946, thiourea was being used to prevent discoloration in frozen peaches 


‘The peaches were found to be lethal to rats 


OFFICIAL RECOMMENDATIONS 
Following these incidents, and in light of the proliferation of new sub 
stances being developed by food manufacturers, in June 1950 the United 
States Congress set up a ‘Select Committee to Investigate the Use of 
Chemicals in Food Products’ under the chairmanship of Mr. J. Delaney. In 
an interim report published in 1951°, the Delaney Committee concluded 
that out of 704 substances in use, which had been examined, 428 were safe 
The harmlessness of the remaining 276 substances had not been established 
to the satisfaction of the Food and Drug Administration 
In this country the Fourth Annual Report of the Advisory Council on 
Scientific Policy, issued in 1951, included in a section on “Toxic Substances 
in Consumer Goods’ the following comments and recommendations: (1) the 
machinery for investigating possibly harmful effects is inadequate, (2) 
Government departments should make ‘effective arrangements’ to obtain 
information about new chemicals added to foods and manufacturers should 
consider themselves ‘expected’ to take reasonable care not to offer new 
substances for sale if toxic effects are suspected, (3) that a standing inter 


departmental commiittec he set up, (4) that the Medical Researe h Coun i| 
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should be given adequate finance to carry out research and to keep the whole 
problem under review and, finally, (5) that information should be exchanged 
with the American authorities. During the same year, the Food Group of the 
Society of Chemical Industry reviewed in some detail the technical facts as 
they were then known’. In January 1953 it was reported that a Committee 
under the chairmanship of Professor E. C. Dodds was investigating the 
problem 

Recently, Professor Dodds* has reviewed some of the difficulties which 
I have been discussing. In his ‘reconsideration’ of the use of chemicals in 
food he answers the question ‘why is it necessary to add chemicals to food 
at all?’ with the assertion that ‘so long as our population is of the size it is, 
and is grouped in large cities and towns, some form of chemical treatment 


ot food is an absolute necessity’ 


SUMMING UP 
The application of chemical technology to food represents an important 
and characteristic example of the type of matter with which the responsible 
and educated citizen is called upon to deal in a modern society. Life today is 


so complex that no man can hope to master all its details. But the expert is 


only useful when he is restricted to his own subject. When he tries to argue 
the rights and wrongs of the use of, say, food colours or flour improvers, the 
scientific specialist in food colouring and flour improving cannot avoid a 
tendency, as an interested party, towards advocacy. ‘l’o deal with the prob- 
lem, the need for a strong committee, backed by adequate facilities for 
scientific investigation, which has been called for both by the Advisory 
Council on Scientific Policy and by Professor H. D. Kay, Chairman of the 
Food Group of the Society of Chemical Industry, seems to provide a 
reasonable solution which would allow us to enjoy the benefits which the 


chemist in the food industry can provide, without suffering harm. 
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THE MEDICAL CURRICULUM AS A 
TRAINING FOR GENERAL PRACTICE 
By R. M. McGREGOR, 'T.D., M.B., Cu.B 


‘THE majority of medical graduates become general practitioners. If proof 
were required of this, the figures for Scotland could probably be accepted as 
representative of the proportions that exist over the whole country, and in 
Scotland we have 2,398 general practitioners, 750 consultants or specialists 
and 1,024 employed in hospitals or as medical officers of health. Meiklejohn 
(1953) has shown that of 800 graduates of Glasgow University, still alive 
twenty-five years after graduation, 5g per cent. were in general practice, 18 
per cent. in consulting practice, 21 per cent. held other appointments and 
2 per cent. were not described. ‘The numerical importance of the general 
practitioner is therefore undeniable and suggests that the medical curriculum 
should be adapted to provide the training necessary for general practice. On 
the contrary, it can be legitimately suggested that the medical curriculum 
should provide the basic knowledge of all branches of medicine and train the 
student to apply sound scientific principles in whichever branch of medicine 


he or she proposes to follow. 


SOME PRELIMINARY OBSERVATIONS 

Whichever view is accepted concerning the aims for which the curriculum 
should strive, it can be said that the present one fails lamentably so tar as 
general practice is concerned. It cannot be accepted as a training for the 
needs of general practice and this contention is recognized implicitly by the 
introduction of the trainee assistantship scheme. ‘The second suggestion that 
the medical curriculum should provide a basic knowledge of all branches ot 
medicine is sensible, but only a few medical schools devote even a mintmum 
of time to the subject of general practice. Despite the pioneer work of 
running a model general practice, in this year’s curriculum (1952-3) Edin- 
burgh University makes only three meetings compulsory in general practice 
This lack of intelligent instruction in the scope and opportunities of 
general practice has several doleful effects. ‘The best informed of medical 
yraduates, not aware of its potentialities, select a career from one or other 
ot the specialties of which they have had a lavish display. Since jumtor 
hospital appointments now give fairly adequate financial rewards, a much 


greater proportion of consultant and specialist positions will, in a few 


years time, be occupied by medical graduates completely ignorant of the 


difficulties, limitations and, of more importance, the possibilities of general 
practice. A more serious result, however, concerns the wrong perspective of 
medicine that is derived from the clinical material that is used for teaching 
purposes. A very high percentage of this material consists of major illnesses 


and all too frequently shows gross pathological changes. ‘Those graduates 
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who enter general practice become alarmed when they cannot find a similar 
state of affairs among the many who seek medical assistance. ‘Those who do 
not enter general practice for a shorter or longer period, or receive no train- 
ing in this branch of medicine, probably never become aware of the many 
patients who have numerous symptoms but develop no major illness and 
show no gross pathological changes until just before death. ‘The cogency ot 
this criticism will be seen by a scrutiny of the type of clinical material with 
which the general practitioner is called upon to deal 


TABLE 1 COMPARISON OF THE RELATIVE FREQUENCY OF DIFFERENT ‘TYPEs « 
GENERAL PRactick AND IN HospitaL Practics 


Peel 
blos 
pital 


‘Tuberculosis Skin condition 
Common cold ; Arthritis «and joint cor 
Acute infectious disease ditions 
Mahynant condition Symptomat diaynosi 
Allergic condition 2 Anorexia 
Anamias } Senility 
Intra-cranial vascular lonsils and tonsillectom 

disease . ; Accident 
Anxiety state 5.2 Syphili 
Eye conditions ; , Virus infection 
kar conditions ty ; Kndocrine disordet 
Cardiovascular condition 2.2 5.6 Avitaminos! 
Varicose condition , 3.3 Diseases of nervou 
Chrome bronchiti ind Appendiciti 

pneumonia ; Hernia 
‘Teeth and mouth Disease of intestines and 
Crastroenteritis : peritoneum 
Gastric and duodenal ulcer 5 Disease of biliary tract 
Functional dyspepsia 2 Male genital organ 
Bladder and urethra Birth injuries, congenital 
Gyna cological detormities 
Menopause , Upper respiratory infectior 
Pregnancy 2 Examination of eves 
Carbuncles and boil Vaccination and inocula 
Cellulitis 2 tion 

Undefined miscellaneou 


NS indicates None Stated 


‘Table 1 shows the percentage distribution of the types of illness I have 
encountered during the first two years of the National Health Service. For 
comparison, similar proportions are given for the admissions to an adjacent 
hospital. Peel Hospital and it will be seen how different are the diseases 
encountered in geaeral practice. ‘Thus, malignant conditions accounted for 
0.4 per cent. of general practice diseases but for 5.9 per cent. of hospital 
admissions; upper respiratory infections were 2.6 per cent. of general 


practice buc 0.2 per cent. of hospital cases; peptic ulcer 1.2 per cent. as 


against §.1 per cent. in hospital, and appendicitis 0.2 per cent. as compared 


with 11.5 per cent. ‘The contrast would have been more marked if figures 
from a teaching centre had been available since these would show an even 


greater selection of rare and more severe cases. Since death can be taken as a 
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final arbitrament of severity, it may be said that my figures are calculated 
from 7000 separate ailments and there were 65 deaths from these ailments in 
the two years, whilst the hospital figures are calculated from 3000 ailments 
in one year and these accounted for 214 deaths. 

In addition to showing the contrast between hospital and general practice 
diseases this table indicates how large a part the specialties play in the work 
of a family doctor. Note should be taken of the relative importance of ear, 
nose and throat, skin and gynzcological conditions and, to a lesser extent, 
diseases of the eve 

The remaining criticisms | have of the present curriculum are derived 
from watching at work four trainee assistants during the past four years 
Each and all of them were most diligent and anxious to learn. All of them, 
however, showed the same deficiencies and the constancy was so marked that 
the conclusion was inevitable that the fault lay in the teaching. Apart from 
the wrong perspective of medicine and the difficulties of prescribing, the 
deficiencies lay mainly in the specialties such as midwifery and gynacology ; 
ear, nose and throat; eyes and skin diseases. If one desired to be cynical one 
might say that there was a design to make these specialties ‘closed shops’ 
and the passage of knowledge was thus deliberately reduced to a minimum 


I do not believe this to be a true state of atfairs 


rHE ENLARGEMENT Ol THE CLINICAI MATERIAI 
The organization of the National Health Service has seen the formation of 
Regional Hospital Boards which organize all the hospital services in fairly 
extensive areas. Most of these areas are centred round a University or 
‘Teaching School but only a limited part is utilized for teaching purposes 
\dministratively it may not be possible but | feel that the Deans of Medical 
Schools, or Directors ot Studies, should make a survey of their Regional 
Hospital areas and should embrace as much as possible of the available 
facilities for clinical teaching. ‘his applies particularly to the clinical clerk 
ships which are now enforced in the curriculum. It is not only for medical 
and surgical clerkships that this should be done but also for midwifery, 
mental diseases and diseases of the aged sick. I have recollections, and I am 
informed that the same exists today, of an ignoble scramble to get twelve 
midwifery cases recorded in my favour at a teaching centre remote trom 
my Alma Mater. | cannot believe that this could not be better organized. A 


display of confidence in smaller establishments would increase the practical 
| , | 


experience of the student and would stimulate many experienced men to 


give of their best to the undergraduate visitors. It is not only in hospital 


experience that teaching facilities should be increased but in other medical 


activities, some of which will be mentioned later 


APPARENT FAULTS IN THE CURRICULUM 
It would ill become one who has been separated from a teaching centre for 


some years to make comment on how much training is required in the basi 
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sciences such as physics, chemistry and botany in order to appreciate fully 
anatomy, physiology and materia medica. ‘This aspect of the curriculum | 
shall leave to others better able to give an opinion but with the end-results 
of clinical teaching all general practitioners are concerned. 

I do feel that insufficient time is devoted to the study of the normal healthy 
body and the limits of variation consistent with health. It is obvious that the 
examination of the healthy body is rarely possible in hospitals but it could 
be made possible if the material at school medical inspection, antenatal and 
child welfare clinics were utilized. These inspections carried out in the 


presence of a few students by trained clinicians not only in medicine but also 


in the specialties, particularly ear, nose and throat, eyes and orthopaedics, 
could give invaluable instruction to the embryonic doctor. Since parents 
often elect to be present at the school medical examinations and often express 
their fears and anxieties concerning their offspring it would also provide an 
opportunity to show how the family reacts as a unit and how anxiety states 
can be transferred from parent to child. 

In the approach to pathological conditions endeavour should be made to 
show all gradations of the disease. All too often the teaching hospitals 
contain only the gross in pathology but it is the beginnings of disease that 
require to be recognized. In discussing diseases, therefore, great stress 
should be laid on the etiological factors. In many diseases these factors are 
unknown, but the discussion of the possibilities will arouse the curiosity and 
encourage the powers of observation of the student. In this discussion the 
influence of the family circle, the working surroundings, financial and other 
anxieties should be stressed as a cause of disease. ‘The psychological aspect 
of disease should not be confined to the course in psychiatry 

All of us like to see rarities and take pride in successfully diagnosing them 
but these can confuse a student, and their relative insignificance should 
always be stressed. 

Clinical therapeutics has become a subject of immense significance and 
for financial reasons it is of political importance. ‘The drug habit, induced 
very largely by the medical profession as a whole, is merely one of many 
examples where the teacher is not aware of the result of his teaching. A 
vrowing realization of the immense amount of medical treatment and this 
must be distinguished from sickness —is made manifest under the National 
Health Service by the astronomical number of prescriptions dispensed each 
day. ‘lhe recent analysis of these prescriptions in both England (Dunlop et 
al., 1952) and Scotland (Dunlop et a/., 1953) will probably have a salutary 
effect on the teaching centres and cause them to restrain the new graduate 
in his resort to drugs. It will certainly cause all established general prac- 
titioners who are willing to be guided to take stock and probably hesitate in 
the slavish use of medicaments. It must be borne in mind, however, that 
many of the diseases or indispositions being treated in general practice are 
conditions on which no instruction has been received. ‘The teaching centres 
should therefore make themselves acquainted with the conditions that are 
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being treated and then their guidance will be much appreciated 

In only two aspects have I found ground for criticizing the general train 
ing in medicine and surgery. The first | have already mentioned and that ts 
the wrong perspective of the incidence of specific disease. ‘The second con- 
cerns the practical procedures and this applies particularly to surgery and, to 
a lesser extent, in medicine. Procedures such as the removal of sebaceous 
cysts, the trimming of damaged fingers, the reduction of dislocations and 
diagnostic lumbar puncture have seldom been done by young graduates 
‘This may, and certainly should, be remedied by the enforcement of a year’s 
hospital work following graduation. In both subjects, but again particularly 
in surgery, it is more important for the new graduate to be able to assess the 
value of treatment than to have exact details of the operative procedure. A 
knowledge of the end-results, and of the after-treatment that has proved of 
most value, is of great significance and for this purpose greater use should be 
made of the follow-up department which is well developed in most teaching 
centres. Attention should here be paid not only to those who report but 
details be given also of those who fail to report. Undue optimism might 
thereby be guarded against 

When considering the subjects of midwifery and gynecology I realize 
that the ground is dangerous and that argument is still rampant. One of two 
things, however, is necessary: either Parliament should be asked to alter the 
Medical Act so that the practice of midwifery and gynaecology becomes a 
separate profession, or there should be improvement in the standard of 
practical experience for each graduate. ‘The theoretical teaching is usually 
good, but I find it difficult to understand why a medical student should often 
leave a teaching centre with less practical experience than that given to a 
nurse taking a midwifery course. Practical experience in gynacological pro 
cedures is similarly neglected. 

The specialties of ear, nose and throat, dermatology and ophthalmology 
receive very meagre instruction in comparison with the frequency with which 


the general practitioner is called upon to give judgment and treatment. ‘This 


applies particularly to ear, nose and throat and skin diseases. low remote the 


teaching of diseases of the ear is from general practice needs can be judged 
from the fact that not one of mv trainee assistants had received instruction 
in the use of an electric auriscope, and the removal of wax had not been 


performed 


(ENERAITI FRACTICHI TRAINING 
Most medical schools acknowledge the need for providing the student with 
some information about general practice and a few schools do give active 
instruction. All too often the instruction given is centred round the method 
of entry, certification and the contents of the doctor’s bag. These are of value 
but of minor importance 
It is in general practice training that medicine should be put in a true 


perspective by contrasting the type and frequency of diseases seen in 
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hospital with what can be anticipated in general practice. Information of this 
nature will be invaluable, not only to those who enter general practice, but 
to those who choose a specialist career. The influence of the family circle 
and other social factors as a determining cause of ill-health should be 
laboured and illustrated. ‘Training should be given in the handling of the 
many problems that the general practitioner encounters, and methods of 
treatment should be recommended tor the many diseases that are never seen 
in hospital practice. ‘he possibilities for research in general practice should 
be made manifest by showing examples of what has already been done and 
drawing attention to some of the many problems which still require solution 
It should be shown how often it falls to the lot of the general practitioner to 
provide comfort to a life prolonged by hospital or specialist treatment and 
that mere extra years to a life are not everything. The important rdle the 
family doctor may play in preventive medicine should be emphasized 
Pickles (1939) has demonstrated this in epidemiology but many other 
examples could be chosen to show how early and prompt treatment, that is 
well within the skill of all general practitioners, could greatly reduce in- 
validism. Lastly, the student should be encouraged to accept responsibility 
This should not be confined to the early transfer of cases requiring treat- 
ment beyond the facilities available in general practice but also to the 
avoidance of too frequent reference of cases to hospital. It should be shown 
how this can adversely atfect the patient, cause unnecessary encroachment 
on the time of the consultant or specialist and lessen the value of the general 


practitioner in the family of medicine. 


POSTGRADUATE TRAINING 
One great difficulty after taking up general practice is to retain a scientific 
outlook. ‘There are so many things that militate against it. Success in general 


practice is obtained equally by the affable and the efficient. ‘The diseases 


encountered on the daily round may appear petty in comparison with the 
dramatic things seen in the teaching hospital and the treatment trivial beside 
the elaborate techniques of a modern hospital. ‘The mere fact that most of 
the diseases encountered have been omitted from the teaching curriculum 
strongly suggests that they are not of much consequence. ‘The answer to 
this, of course, is to lay more emphasis upon the common diseases. No 
better argument for this can be found than an analysis of a general practice 
There it will be seen (McGregor, 1950, 1953; Fry, 1952) that the total 
invalidism caused by the so-called minor maladies far exceeds that caused by 
organic disease. ‘The reason for this is their numerical frequency, but the 
surcharge on the National Health Service is a serious consequence and the 
economic loss to the patient is very great. ‘ 

The scientific outlook can be retained in many ways. The most important 
of these is intellectual contacts. The isolation and reluctance to discuss cases 
with immediate colleagues have been a great drawback to advances in general 
practice. This may be remedied by the recent financial rewards which may, 
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or may not, help to eliminate the more dangerous aspects of competition 
‘The family doctor as a class has been singularly inarticulate in disclosing the 
work that is being done in general practice. ‘This is unfortunate and has been 
misleading for the teaching centres since they have no criteria to guide them 
in their search for a suitable curriculum. It is hoped that the establishment 
of a College of General Practitioners may help to eliminate these factors 

Clinical clubs are most useful, especially those which bring together tor 
discussion, general practitioners, consultants, specialists and members from 
every other branch of medicine 

Periodic postgraduate courses are also useful but are no substitute tor a 
sustained effort to keep alive a scientific interest. ‘These courses could well 


be of two varieties. A short one of three or four days on one particular 


specialty, and a longer one, probably fourteen days, of general revision. In 


the general revision variety I consider that it is important that in the initial 
lectures a review of recent thought or work should be given in the three 
main divisions of medicine. ‘These reviews should be made by consultants 
in each branch who have broad interests and are mature in judgment 
Thereafter the specialists could show their knowledge and technique. It | 
important that careful thought should be given each year to the selection of 
subjects, and clinical demonstrations should be adequately prepared. Par 
ticular attention should be paid to procedures that can be carried out in 
general practice and not too myopic a view should be taken of what can be 
done. ‘The Edinburgh Postgraduate Board restricts the length of each lecture 
or demonstration so as to leave time for subsequent discussion, ‘This ts 
admirable since discussion can be of benefit not only to the postgraduat 
student but also to the lecturer. In every course general practice itself 
should not be neglected. It is a branch of medicine in which a more en 
lightened interest is now being taken and throughout the country many 
investigations are being made. dt is imperative that the teaching centres 
should broadcast this information and there is no better audience than 
those who have shown the necessary enterprise and energy to take a 
postgraduate course 

Finally, both pre- and post-graduate students should be made to realize 
that their endeavours should be twofold. The first is to treat the sick and 
the second is to contribute to further knowledge. It should be decisively 
stated that the need and opportunity to further our knowledge are no less 


great in general practice than in any other branch of medicine 
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POSTGRADUATE EDUCATION FOR 
GENERAL PRACTITIONERS 
By ROSCOE L. PULLEN, M.D. 


Dean and Professor of Medicine, University of Missourt School of Medicine, 
Columbia, Missourt. 


‘THE methods, scope, and limitations of postgraduate instruction for general 
practitioners can best be approached by consideration of the bases on which 
medical practice is founded: (1) the undergraduate medical curriculum as it 
pertains to the production of graduates ready for individual practice; (2) the 
nature of general practice; and (3) the relations between general practice and 
specialism in the framework of medical care. Consideration of the con- 
tribution of each of these areas is necessary to the development of post- 
graduate medical education for general practitioners. Problems of an 
administrative or operational character will not be discussed, for these latter 
problems fade in importance if answers to the above issues are forthcoming 
Nor will any attempt be made to outline a programme of postgraduate 
medical education for general practitioners, as such a programme is easy to 


devise if one entertains clear conceptions of what one is trying to achieve 


OBJECTIVES OF THE UNDERGRADUATE MEDICAI 
CURRICULUM 
‘The undergraduate medical curriculum may be dismissed with a few per- 
tinent generalizations. ‘he fundamental purpose of undergraduate medical 
education remains that of the institution and perpetuation of educational 
techniques and guidance that will produce a continuing supply of physicians 
capable of meeting, adjusting to, and extending the changing concepts of 
medical practice. In a sense, undergraduate medical education occupies a 
position comparable to a liberal arts education—an educational offering 
which is neither purely technical nor complete in itself, but designed to 


equip the candidate to acquire and to extend his knowledge in any number 
of fields in which he may be interested. ‘The best that can be achieved is the 


inculcation of the student with the principles of medical science and the 


development of an inquiring mind. Such concepts of undergraduate medical 
education imply that the student on graduation is unable to enter actively 
into the clinical practice of any field but must extend his period of training in 
the field of his choice. 

But here is the rub in so far as postgraduate medical education for the 
general practitioner is concerned. It is assumed commonly that the under- 
graduate medical curriculum constitutes preparation for general practice 
and that postgraduate medical education for the general practitioner has 
certain established points from which to progress forward. Such assumptions 
fail to appreciate the magnitude of the task imposed upon undergraduate 
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medical education: that the art and science of medicine are changing con- 
stantly, influenced by scientific research, technological progress, alterations 
in the structure and organization of society, and other physical and intangible 
forces too numerous to mention; that what may be considered in the under- 
graduate medical curriculum as preparation for general practice today may 
be hopelessly out of date by the time the student begins practice; and that 
medicine is not an isolated science and that no one field of medicine can 
survive unto itself alone. Furthermore, undergraduate medical education, 
as well as postgraduate medical education, is concerned with other fields of 
medical science, for the structure of medical practice has been erected on the 
division of responsibilities into general practice and specialism. ‘hese may 
be subdivided further into public health, military and governmental medicine, 
administrative medicine and certain specialties devoted to anatomic regions 
or fields of emphasis. For completeness, one should also include the large and 
growing field of ancillary or paramedical personnel in the health field, such 
as dietitians, nurses, technicians, medical social workers and the like. 

It becomes obvious, then, that postgraduate medical education for the 
general practitioner should not proceed on the assumption that the candidate 
is versed adequately in all principles of medical science which obtain to 
general practice; nor, indeed, that the candidate may have acquired, without 
further intensive preparation, educational development sufficient for prac- 
tice. It may well be that general practice is a specialty and that training for 
general practice should be as involved as that for any specialty. Whether it 
is done at the graduate or postgraduate level, whether it utilizes long-term 
training programmes, such as internships, preceptorships, residencies, or 
other techniques of postgraduate education, whether it ts performed under 
university or non-university auspices, within or without the teaching 


hospitals, are decisions of paramount importance in postgraduate medical 


education. 


NATURE OF GENERAL PRACTICI 

Preparation for any field of endeavour presupposes that the scope and 
limitations of the field are amenable to definition. Unfortunately, such is not 
the case with general practice, for definitions of ‘general practice’ are as 
cumbersome and meaningless as those for ‘specialism’ when used in the 
general sense. As a consequence, postgraduate instruction in general practice 
confronts these unanswered questions: What is the nature of general prac- 
tice? What can a general practitioner do and what should he not do? What is 
the position of general practice in the framework of medical care? 

Many concepts of general practice have been advocated recently, some of 
which are tinged with individual opinions or stem from a particular locale or 
type of practice. Discussion of the broader aspects of general practice will 
enable us to emphasize certain points of immediate interest in postgraduate 
instruction for general practitioners. It is often assumed that the general 
practitioner is competent to diagnose and to treat most of the conditions in 





182 THE PRACTITIONER 


general medicine, general paediatrics and general obstetrics, but that he is 
incompetent to perform major surgery. Such delineation of the functions of 
the general practitioner immediately raises issues in medical education and 
clinical practice which deserve thoughtful analysis. The practice of medicine 
consists, for the most part, of the relationship between one doctor and one 
patient one at a time. The practising physician in any field, either general 
practice or a specialty, makes decisions independently and without appeal. 
There are no data anywhere to substantiate the number of incorrect diag- 
noses, the use and abuse of drugs, and other omissions or commissions in 
medical practice. Accordingly, observations concerning the types and rela- 
tive proportions of patients encountered in active practice are subject to 
individual interpretation and error. Furthermore, it must be appreciated 
that most diseases are protean in their manifestations and that all diagnostic 
and therapeutic procedures must be directed not only to the roots of the 
disease but must also consider the patient who harbours the disease. 
There are other principles of medical practice which bear on postgraduate 
instruction for general practitioners. Inasmuch as symptoms usually ante- 
date the pathological changes of disease revealed so strikingly on the post- 
mortem table or in the operating room, the proper interpretation of symptoms 
in the patient’s illness should assure the greatest hope of therapeutic success 
(a view advanced by Mackenzie). Symptoms are obtained in all fields of 
medicine—-general practice or any of the specialties. It would appear that 
comprehension of the mechanisms (the underlying physiologic-pathological 
changes) of symptoms, perfection of techniques in history taking, the de- 
velopment of analysis and clinical judgment, and the establishment of 
intelligent, discriminating diagnostic procedures, culminating in proper 
management of the patient under consideration, should be the goal of 
postgraduate training for general practitioners, for they, more than any other 
group, see patients in the first phase of illness (the phase of symptoms). 
Since the eliciting and interpretation of symptoms require no elaborate 


apparatus or involved procedures, these techniques are readily available to 
the general practitioner. 

The interpretation of symptoms should likewise find value in preventive 
medicine or public health. Here, one faces certain challenges in medical 
practice. How reliable are symptoms, as interpreted presently, as indices not 
only of disease but of disease which is amenable to modern therapeutic 
regimens? Can correlation between symptoms and other diagnostic pro- 


cedures be made on a mass or group approach? How authentic are mass or 
individual screening techniques for history taking, bearing in mind the 
foibles of the patient, his inarticulateness and variations in vocabulary and 
general intellectual attainments? What do we know, scientifically speaking, 
about the predisposing causes of disease? If symptoms are rendered more 
intelligible, could society as a whole be apprised of these developments and 
be enabled to enter more actively into the maintenance of health and the 
prevention of disease? These questions do not vitiate the importance of 
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symptoms as an arbiter of health and disease in the individual patient. 

The interpretation of symptoms of disease has other ramifications. The 
challenge in history taking is to differentiate between those symptoms which 
are of organic origin and those which are presumed to be of psychosomatic 
or functional origin; often such differentiation is difficult indeed, as witness 
the symptoms referable to the gastro-intestinal tract or those of constitutional 
reference (fatigue, lassitude, loss of weight, fever of undetermined origin). 
It has been estimated repeatedly that 70 per cent. or more of the ills of man 
are on a psychosomatic or psychiatric basis. If that be true, should not post- 
graduate training for general practitioners involve substantial instruction in 
psychiatry? What kind, how and when should such training be given? Un- 
fortunately, agreement among psychiatric educators has not been reached, 
but of its need there is little doubt. 

Since symptoms are the manifestations of deranged physiology and be- 
come evident before gross pathological changes are demonstrable, symptoms 
become valuable indices as indications for, to judge clinical responses to, 
and to evaluate the development of side-reactions to, systemic therapy. ‘This 
latter point is worthy of special emphasis. Never before has the physician 
possessed in his armamentarium such an array of potent drugs as are now 
available, but the potency of these drugs has posed a growing problem in 
the number and seriousness of the untoward reactions occurring in drug 
therapy. Since the general practitioner, as well as the specialist, may utilize 
general skills, e.g. chemotherapy, endocrine therapy, in both the diagnosis 
and therapy of generalized disease, up-to-date information concerning all 
new drugs must be disseminated to the practising physician everywhere. 

Along with the developments in pharmacology have been advances in 
physiology which predict changes of a far-sweeping character in the 
classification, the diagnosis and the management of disease. 

As one surveys the rapid advances in medical science, one wonders why 
there should be argument concerning definitions of general practice and 
specialism. Is it not unlikely that any definition propounded today would be 
obsolete tomorrow? Certainly Selye’s concept of the diseases of adaptation 
has tied together many histological and physiological facts heretofore un- 
related, and suggests a new classification of disease which might incorporate 
fifty per cent. of the illnesses of man. Is it not conceivable that future medical 
research will elucidate and simplify many problems troubling medical 
practice today, thereby altering the relations between the general practitioner 
and the specialist? Consider, for a few moments, the vast changes in medical 
practice which would ensue if a nutritional factor for the prevention and 
treatment of all forms of cancer were discovered suddenly ; or the announce- 
ment of a cheap, non-toxic, non-habituating drug which restored effectively 
all psychotic patients to social and economic usefulness; or the synthesis of 
a chemical substance which would dissolve atheromatous plaques anywhere 
in the body; or the isolation of an enzyme which would accelerate manyfold 


the restoration of injured tissues (including nervous tissue)! Every field of 
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medical practice has needs crying to be solved; many of them will be con- 
quered within the foreseeable future. With every medical discovery, the art 
and science of medical practice undergo proportionate changes. In general, 
it may be stated that the general practitioner receives equally as great, if not 
greater, benefit than the specialist by these accretions of medical knowledge, 
for each discovery, by and large, establishes principles or methods which 
enlarge the scope of medical practice available to the general practitioner. 


IMPACT OF SPECIALISM ON GENERAL PRACTICI 


Since this subject is involved and controversial, I shall confine myself to a 
few passing remarks. It has already been emphasized that definitions of 
general practice are hard to come by, since general practice is an individual 
endeavour and the science of medicine progresses rapidly. ‘The same difh- 
culty of definition obtains for specialism as a whole and for each of the sub- 
divisions thereof. The nature, scope and limitations of each specialty are 
revised constantly in accordance with scientific advances and social changes. 
As a consequence, the relations (patient referral) between general practice 
and the various specialties remain in a constant state of flux. Postgraduate 
education for general practitioners must recognize these shifts of emphasis 
and plan forms of instruction in tune with the times. 

General practice and each of the several specialties share a vast common 
ground in which it is difficult to pinpoint areas which belong to one as con- 
trasted to the other. ‘This difficulty finds full expression whenever one 
attempts to establish knowledge and procedures which may be taught to 
the general practitioner. Any illness, no matter how trival, may take a turn 
for the worse and progress beyond the skills attributed customarily to the 
general practitioner. ‘The general physician may perform certain procedures 
on many patients with confidence and success, then, on the next patient, 
encounter circumstances which call for the maximum of professional skill. 
This is especially true of surgical procedures where one finds it difficult to 
distinguish between ‘major’ and ‘minor’ operations. It is the unexpected, 
the variables in disease and in patients, which have led to the development 
of specialties, yet this development has created one of the great problems in 
postgraduate training for general practitioners. 

Probably no issue creates greater feeling among physicians than does this 
controversial issue of what procedures may be relegated to general practice 
and what procedures remain vested with each specialty. Arguments concern- 
ing the division of diagnostic techniques are milder, as a rule, than those 
concerning definitive therapy. From the historical standpoint, these argu- 
ments reflect the rapid growth of medical science and the inability of any 


physician to become proficient in every field of medical practice. From the 


patient’s standpoint, these arguments provide ample assurance that 
physicians in all fields may combat disease with knowledge and skills greater 
than at any time in recorded history. From the educational standpoint, these 
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arguments pose a challenge of formidable proportions 

Before divisions of labour in medical practice may be outlined with exact 
ness and comprehension, some educational and practical considerations 
should be noted. It has already been stated, and is repeated for emphasis, 


that most diseases are protean in their manifestations; the physician, 


irrespective of the type of practice, should consider the patient as a whole 


organism before conclusions are drawn concerning the extent or nature of 
illness. Most of the illnesses of man may be studied to a remarkable extent by 
techniques common to all physicians — the evaluation of symptoms, the per- 
formance of a competent physical examination, assessment of the course of 
illness, execution of laboratory procedures available in most communities, 
and the administration of systemic therapy or correction 6f certain factors 
predisposing to illness. Mastery of these techniques may be attained by 
diligent practice and experience. Referral of selected patients to specialists 
should afford the referring physician additional opportunities to improve his 
clinical acumen, judgment and skill. Some have gone so far as to recommend 
the referral of puzzling cases to diagnostic clinics strategically located at 
selected points, though it must be admitted that the postgraduate implica 
tions of this suggestion were secondary to those of patient care. ‘This 
recommendation falls short since one cannot establish with certainty those 
procedures in medical practice which are purely diagnostic as contrasted to 
those which are purely therapeutic. Another opportunity for the general 
physician is that of uncovering many predisposing factors of illness, especi- 
ally if the physician possesses an intimate know ledge of the background ol 
the patient under consideration. 

The physician of today has available in his community not only the benefit 
of expert consultations but outlets for laboratory and radiological procedures 
sufficient for most illnesses; the isolated physician may obtain many con 
sultative services 77a mail. Most physicians have access to modern hospitals 
and the various services which they provide, with especial emphasis on the 
contributions of the ancillary or paramedical health personnel in the manage 
ment of patients. Up-to-date medical libraries are maintained in many areas 
and mail services of medical literature are available for nominal charges. 
Many physicians not classified as specialists have perfected their abilities 
along certain lines by intensive application to the fundamentals of these 
disorders; this is exemplified by general practitioners who specialize in 
surgery, or in internal medicine, or in paediatrics, or in obstetrics, and the 
like. ‘There are few barriers to the study of disease in medical practice and it 
is to be expected that physicians may narrow their fields of interest in the 
hope of becoming more proficient or making contributions to medical 
knowledge. A similar narrowness of study obtains in the specialties as de 
picted by the growth of ‘superspecialties’ within the framework of the major 
specialty. Finally, one is reminded that scientific research and alterations in 
society may, within the near future, render obsolete any rigid subdivision 
of medical practice that is attempted today. 
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METHODS OF POSTGRADUATE EDUCATION 

‘Thus far, I have not discussed specific methods of postgraduate instruction 
for general practitioners, although connotations to certain types of study 
have been made. The field of general practice is large and varied; methods 
of postgraduate education can be described only if the area of general 
practice for discussion is demarcated. Inasmuch as general practitioners, as 
a group, range widely in age, academic backgrounds, intellectual attainments, 
geographical location, types of practice, office and hospital facilities, the 
availability of expert consultants, major and minor fields of interest, habits 
of continuing study and other variables of an individual character, the 
educational requirements will embrace a wide segment of medical science. In 
the strictest sense, the methods of postgraduate instruction should be 
tailored to the needs of the individual physician, i.e., a preceptorial or 
tutorial programme. As a device for group teaching, such a programme 
would present some difficulties but it is probable that many general prac- 
titioners obtain training from older physicians by this method. Unfor- 
tunately, information and criteria are not available to assess the effectiveness 
of this method of teaching. 

The methods of postgraduate education for general practitioners, like 
those for the specialties, fall logically into two classes: those designed for 
individual study and those for group instruction. Since the subject matter of 
general practice is so vast and varied, the individual physician should be en- 
couraged to advance his professional attainments by a continuing programme 
of study that may be pursued at his convenience, anywhere, any hour and 
for a varying period of time, and about topics of immediate interest which 
may be presented with a minimum of teaching aids. No educational method 
comes closer to fulfilment of this ideal than a programme of organized 
reading ; where the method fails is in the application. To learn to study is an 
integral part of the intellectual maturation of the physician and this learning 
process should be cultivated for as long as the physician practices. It is con- 
ceded that there are variations in individual abilities to read, to assimilate, 
to analyse, to retain, and to apply, but similar variations are also to be found 
in other endeavours. It is conceded, too, that no one can define the amount 
of study which is necessary to keep the physician abreast of the times and 
capable of discharging the optimum level of general practice. Finally, it is 
conceded that many physicians have substituted to a variable degree other 
techniques of continuing education. In spite of the objections, an intelligent 
programme of selected reading remains the keystone of postgraduate educa- 
tion for the general practitioner. 

As emphasized by Osler, the study of patients is an educational process of 
the highest order in the development of the physician and this teaching is 
especially applicable to continuing education of the general practitioner. ‘The 
general practitioner, perhaps more than any specialist, has opportunities to 
chart the course of disease in the individual patient and it is from such 
observations that the science of medicine advances. In spite of the con- 
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tributions emanating from the experimental laboratory, much still remains 
to be learned about the course of disease in man and there is no better 
approach than observations recorded at the bedside. The tools required are 
those which are available generally to every physician. The general prac- 
titioner should strive constantly to perfect his techniques of bedside 
diagnosis: how to elicit and evaluate symptoms, perform a competent and 
thorough physical examination, analyse the data obtained, predict and direct 
the course of the illness, and request the laboratory procedures, roentgeno- 
logic studies and other consultations which will contribute to the care of the 
patient. If the physician maintains an inquiring mind, he will benefit not 
only from his own observations but from any consultations that he may 
request as well as from selected reading about puzzling cases. 

Attention is being given currently to other methods of postgraduate in- 
struction for general practitioners but these methods have not displaced the 
time-honoured and tested principles reviewed above. Regardless of the 


teaching process that is tried, one still confronts the basic problem of in- 


dividuality in general practice. It must be admitted tacitly that some 
teaching devices are employed to stimulate interest but may not necessarily 
improve comprehension. Certainly, group instruction of general practitioners 
should be considered to be an adjunct to, not a substitute for, individual 
study. The problems of group instruction include difficulties in selecting 
subjects of interest to the majority, the adoption of teaching methods for 
effective presentation, the arrangements of physical facilities, the selection 
of patients depicting the diseases to be emphasized, assembling instructors, 
matters of communication, problems of finance, and a host of minor 
difficulties that crop up during the course. Furthermore, criteria to evaluate 
group instruction of general practitioners have not been established. From 
the standpoint of the individual physician, as well as the community which 
he serves, attendance at an organized class for general practitioners, especi- 
ally if it is some distance removed, poses problems of immediate concern. 


CONCLUSION 
One concludes reluctantly that there are no easy solutions to the problems 
of postgraduate education for general practitioners, nor for those in any 
other field of medicine. The problems are basically interwoven in the fabric 
of medical practice, and approach to these problems cannot be undertaken 
without preliminary consideration of certain issues in medical practice. A 
few of these issues have been discussed, not with the intent of suggesting 
solutions but of pointing out the complexities. The need is acute for con- 
tinuing study of the changes in society and in medical practice, for evaluation 
of the impact of scientific research on medical teachings, for extension of our 
concepts of disease with the view not only of greater understanding but 
perhaps simplification, for appreciation of the contributions to health that 
are made by persons who are not physicians, and for research in the tech- 
niques and criteria of continuing medical education of all physicians, 





MEDICAL HISTORY IN MEDICAL 
EDUCATION 


By HENRY E. SIGERIST, M.D., LL.D., D.Litt. 


WHEN Sir William Osler died I had just graduated from Medical School and 
had engaged in postgraduate studies to acquire the equipment needed for 
research in the history of medicine. It was Arnold Klebs who first intro- 
duced me to the writings of Sir William and who told me a great deal about 
his personality. And then, from 1931 on, I was in the United States and 
wherever I went I met old students of Osler and encountered the profound 
influence he had exerted in all fields of American medicine. At McGill 
University in Montreal I saw Osler’s superb library of historical books so 
wisely cared for by his nephew, W. W. Francis. At the Johns Hopkins 
University it was my task to continue and develop the great tradition in 
medical history that Osler and his co-workers had initiated so auspiciously 
as soon as the Johns Hopkins Hospital was opened. As early as 1890, Osler 
founded the Johns Hopkins Medical History Club which is still holding 
regular meetings and is the oldest existing society devoted to this field. 

I decided to devote this lecture to medical history in medical education 
today, because Osler was the man who always stressed the part that medical 
history should play in the training of students. He never missed an oppor- 
tunity to make historical remarks in his clinical teaching, often sent the 
students to the library to report the following day on historical questions 
and he aroused in the students a genuine enthusiasm for the subject. Many 
of them became great collectors of ancient medical books, and many im- 
portant historical papers were contributed by members of the Hopkins 
faculty, papers which may be found in the early volumes of the Bulletin of 
the Johns Hopkins Hospital. When the American Association of the History 
of Medicine decided to create a medal to reward the best student essay on 
the history of medicine presented in the course of the year, it seemed obvious 
that this medal should be named after Osler. 

Another reason why I have chosen an educational question as the subject 
of my address, is that in most countries medical history has not yet found 
the place it could profitably hold in the curriculum. When a school has 
great teachers, clinical and pre-clinical, who possess a thorough knowledge 
of medical history it may not be so urgent to have special departments for 
historical studies. he student will receive much historical instruction in a 
great variety of courses. But, alas, the number of truly great teachers who 
are making history consciously, being fully aware of the development of 
which they are part, is not large. In addition, specialized departments are 
needed as centres of research and for the training of medical historians. In 
discussing the subject, I shall draw on twenty-six years of experience of 
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teaching medical history in the Universities of Zurich, Leipzig and Johns 
Hopkins, and as visiting lecturer in a great many other universities on four 
continents. Like other academic teachers, I was also greatly interested in 
questions of medical education. If a school is to train the physician, not of 
yesterday, but of tomorrow, the curriculum must be kept flexible and must 
be developed constantly so as to meet the needs of an ever-changing society 


rHE CULTURAL VALUE OF THE HISTORY OF MEDICINI 

Let me say at the start that a man may be a highly competent physician, 
general practitioner or specialist without any historical knowledge. He may 
be a highly educated and cultured man without having ever heard the name 
of Hippocrates, and I know physicians who are fine poets, musicians or 
painters. We must admit, however, that in many countries, there is an in- 
creasing tendency for the physician to become a mere technician, highly 
trained in science but in little else. This is a dangerous trend. Men like Osler, 
Welch, Clifford Albutt, and even most physicians of my own generation had 
a humanistic education for many years. The classical studies gave us a 
common ground which we shared with men in other professions and which 
created a natural bond between the physician and his patients. I think we 
all agree that the physician should not only be trained in technicalities, but 
should be an educated person, at least as educated as his patients. We 
cannot, of course, reverse trends, but I believe that the teaching of the 
history of medicine can play an important part in broadening the doctor's 
general education and outlook. The physician, moreover, must be a re- 
sponsible citizen. He meets all groups of society, must know social con- 
ditions better than people in other professions and hence has an obligation 
to take an active part in the life of the community. Education in citizenship 
is primarily the concern of the elementary and secondary schools, but 
schools vary a great deal and many young physicians are not well prepared 
for playing the part assigned to them. I believe that in this field, too, 
medical history has a task to perform if the subject is presented in the 
proper way. 

Knowledge of the history of medicine is a great source of inspiration to 
the young student. The study of medicine is an arduous task and when we 
remember our own student days we know that we all had moments of dis- 
couragement. ‘The young physicians who go into research experience these 


periods of disillusionment and despair in an even greater degree. If they 
know the lives of the great doctors of the past, if they have read the classics 
of medicine, they will soon find that no great achievements have ever been 


reached without struggle, and history will become a source of encouragement 


to them. 


THE HISTORY OF MEDICINE AND SOCIAI MEDICINI 
There is another more profound reason why increased attention should be 
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paid to medical history in the medical curriculum. We are living in a period 
of transition when social and economic conditions change rapidly and 
medical science is progressing more than ever before in history. In the 
beginning of this century the goal of medical education was to produce 
primarily a family doctor, well trained scientifically and prepared to co- 
operate with the hospital which was no longer a place for the treatment of 
indigent patients but was sought out by all groups of the population for 
examination, treatment, and childbirth. Conditions have changed tre- 
mendously in the past fifty years. Medical science has progressed still 
further and has become still more technical and still more specialized. A 
highly developed physiology using complicated methods of chemistry and 
physics has become the backbone of every medical field. New methods of 


treatment have made possible the cure of diseases that were deadly only 
yesterday. Public Health no longer limits its field to the traditional tasks 
of quarantine, sanitation, and the like, but has moved closer to the in- 


dividual. As a result of these developments the incidence of illness has 
changed completely. Agute diseases are no longer in the foreground but the 
chronic diseases of mature and old age, those diseases that require close 
and steady supervision by the physician have come to the fore. Medical 
science is sufficiently advanced today to give the doctor the scientific means 
which are necessary in order to practice preventive medicine on a large 
scale. We still need a scientific physician well trained in laboratory and 
clinic, but we need more, a social physician who, conscious of developments, 
conscious of the social functions of medicine, considers himself to be in the 
service of society. This is particularly necessary in a country that has a 
National Health Service. 

If we wish to train the physician of tomorrow we must bring the social 
sciences into the curriculum. They are represented in various departments. 
Psychiatry and mental hygiene cannot study individuals in isolation, but 
must deal with them as members of a group in their relationship to other 
human beings. Psychiatric clinics developed medical social services before 
other hospitals did. Forensic medicine, or medical jurisprudence, presents 
many opportunities for social studies. Departments of public health and 
social medicine obviously encounter social problems in all their activities 
and give the student a great opportunity to see the functioning of medicine 
in the community and the great part it plays in promoting its welfare. It 
seems to me, however, that the history of medicine properly taught will 
greatly enrich the programme of medical studies in that it combines the 
scientific approach with the humanities and the social sciences. How can 
this be done practically? 


AN INTRODUCTORY COURSE IN THE HISTORY OF MEDICINE 
Conditions vary from country to country and different solutions may have 
to be adopted. In the United States I found a programme of studies in the 
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history, sociology, and economics of medicine highly satistactory—a pro- 
gramme that I had developed in Europe before joining the Johns Hopkins 
University. In most universities which offer any instruction in medical 


history at all, this usually consists of a lecture course only, if not of a few 
single lectures. Our programme at the Johns Hopkins University addressed 
itself to students of all years and offered a great variety of courses. 
Beginners, that is pre-medical students in America, or first-year students 
in Europe, were offered a course which covered the following subjects: 


(I) Man in health: (1) Man as a mammal 
(a) Structure 
(b) Function 
(c) Mind 
(2) Man as a social being 
(II) The promotion of health 
(111) Man in illness 
(IV) Disease : (1) Symptoms 
(2) Nature 
(3) Diseases 
(4) Incidence of illness 
(5) Social and economic consequences 
(V) Causes of disease: (1) Heredity 
(2) Social environment 
(3) Physical environment 
(VI) Prevention of disease 
(VII) Restoration of health: (1) History of the sick 
(2) Diagnosis, prognosis 
(3) ‘Treatment 
(4) Rehabilitation 
(VIII) Medical practice and the organization of medical services. 
(IX) The physician yesterday, today and tomorrow 


I found such a course extremely satisfactory because the young students 
at that stage are most receptive. The subjects were developed historically, 
as I found that the historical analysis was an ideal method of making 


complicated subjects clear. 


A SENIOR COURSI 


‘The next course offered regularly under our programme was one in medical 
history. It was offered to first-year students in America, second- or third- 
year students in Europe. Its length varied: in Europe the course ran through 
the entire year; in America it was much shorter, consisting of sixteen hours 
only. In this course the chief accent was on history and its purpose was not 
to burden the students with an infinity of names and dates but to show them 
what the driving forces of history are, to present some of the great civiliza- 
tions of the past, discussing their social and economic structure, their health 
problems, what was done to meet them, how it was done, and why it was 
done in a given way. Such a course greatly broadens the general education 
of the medical student in that he studies the history of civilization in re- 
lation to his own field. In America the course was supplemented by a short 
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course on the history of American medicine given regularly by one of my 
associates. We felt that American students should be familiar with medical 
developments in their own country. 

When a university has an organized Department of the History of 
Medicine, this like all other departments must give students an opportunity 
to delve into the subject more deeply and it must train specialists in the 
field. ‘This we did through seminar courses which covered a great variety of 
subjects. ‘The Johns Hopkins Institute offered the degrees of M.A. and 
Ph.D. in the History of Medicine. Just before the war we had two fellow- 
ships in the history of Graeco-Roman science, the purpose of which was to 
train young classical philologists to make the history of ancient science their 
field of research. ‘Today under my successor, Professor Richard H. Shryock, 


the Institute has three fellowships available and has greatly extended its 


field of activity, branching off into the history of science. 


SOCIOLOGY AND THE ECONOMICS OF MEDICINI 


Not all historians are necessarily interested in social and economic problems 
although it seems difficult to study history without giving due consideration 
to them. In medicine, however, at the present stage when health services 
are being re-organized in one country after another physicians should have 
at least some understanding of social and economic dev elopments in 
medicine as well as in society at large. It is lack of knowledge, lack of 
awareness of social change that have made the medical profession of many 
countries so very conservative and have driven it into opposition to changes 
which are bound to come because they are the result of iron economic 
forces. A department of the history of medicine is perhaps the best place to 
teach the students the elements of what might be called the sociology and 
economics of medicine. 

I used to give a course to advanced students which covered the following 
subjects: 


(1) Foundations: (1) Structure of an industrial society 
(2) The new technology of medicine 
(11) The incidence of illness: (1) Recent changes in the incidence of illness 
(2) Social distribution of illness 
(111) Supply and distribution of medical personnel and equipment: (1) Physicians 
(gene ral practitioners and spec ialists), dentists, nurses, technicians 
(2) Hospitals, sanatoria, laboratories 
(3) Public health services 
(4) Industrial health services 
(IV) The costs of illness: (1) Costs of medical care 
(a) Costs of personnel (incomes of physi ans, 
dentists) 
(b) Hospital economics 
(c) Costs of drugs and appliance s 
(d) Miscellaneous expenditures 
(2) Loss ot wages 
(3) Capital losses through premature deaths 





MEDICAL HISTORY IN MEDICAL EDUCATION 193 


(V) Methods to meet the costs of illness: (1) Voluntary imsuranc« 
(a) Mutual benefit societies 
(b) Commercial insurance 
(c) Private group clinics with prepayment plans 
(d) Cooperative health associations 
(e) Group hospitalization (Blue Cross) 
(f) Medical service plans of medical societies 
(g) Rural health plans under the Federal Government 


(2) Compulsory insurance 
(a) History, principles, scope 
(b) Groups covered 
(c) Benefits 
(d) Cost, premiums, remuneration of physicians 
(e) Administration 
(3) Public services 
(a) Expansion of public health services 
(b) From Zemstvo to Soviet medicine 


(V1) Recent trends in medical organization; (1) Group practice 
(2) Health centres 


(3) Health districts 

(4) Special problems of rural health 
services 

(s) Democratic control of health 


SceTVICEeS 

(VIL) Critical summary and outlook 

The subjects were developed historically so as to make the student aware 
of the fact that medical care, like any other activity, is dynamic and that 
medicine, being one link in a great chain of social welfare institutions, 
cannot remain in isolation but must follow powerful historical trends. The 
lecture course was supplemented by an advanced seminar that was attended 
by students of medicine, of public health, of sociology and by employees of 
the Federal Government who used to join the student group. In this 
seminar course I discussed with the students social and economic problems 
of medicine which happened to be acute at the moment in the United States 
or abroad. Every health bill before Congress was analysed and discussed in 
great detail and, as | was doing field work in social medicine in various 
countries at that time, I presented the problems I had had to face, asked 


the students for their opinion and in this way they participated in my own 


practical work. 


SHORTAGE OF TIMI 


The Department of the History of Medicine serves as a bridge between the 


various schools, it brings the humanities and the social sciences into the 
medical school, and teaches students of history, sociology and economics the 
part played by health and disease in society. The history of medicine is 
medicine, part of the theory of medicine, and at the same time history, one 
aspect of the history of civilization. That such a programme is possible has 
been demonstrated by my self and many of my colleagues but it is undeniable 


that it presents serious difficulties, One is the question of time. There can be 
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no doubt that the medical student in most countries is overburdened with 
teaching and it would be fatal to add many more hours to his already over- 
crowded programme. The mistake that was made in medical education 
during the past century was that with increasing specialization new courses 
and new requirements for examination were added to the curriculum every 
few years. What is now necessary is a complete re-organization of medical 
studies and it would soon be found that many hours could be dropped 
without lowering standards. In most countries an enormous amount of time 
is wasted on the teaching of anatomy, by the lack of coordination between 
anatomy, physiology, pathology and similar subjects. The student must 
have time to read, to think and to assimilate what he has heard and seen. 


SHORTAGE OF TEACHERS 
Another difficulty, and a very serious one, is presented by the shortage of 
competent teachers. The general principle of graduate education is that the 


teachers must be men actively engaged in research in their respective fields. 
In most medical schools in which there is some instruction in medical 
history a few lectures are given by a faculty member who happens to be 
interested in the subject and has read a few books without having ever 
devoted much time to historical research, Such lectures may be inspiring 
but, of course, would not be enough to develop a full programme as I have 
just pictured it. There are few full-time positions available today and during 
the great depression and the war it was impossible to train many people in 
medical history, so that they would be able to fill full-time research and 
teaching positions. Still, there are chairs and organized departments in the 
United States today at Johns Hopkins, Yale and Wisconsin. In other 
universities trained medical historians may have to combine jobs, acting for 
instance as librarians or working with a university press. I am fully aware of 
the difficulties in a city like London with its twelve medical schools, or a 
city like New York which also has a large number of schools. In Philadelphia 
the College of Physicians is organizing courses in medical history which are 
open to the students of all the medical schools of the city and are attended by 
hundreds of students. More chairs are needed and I have no doubt that more 


will be created. 


CONCLUSION 
I am far from overestimating the importance of my own field, but I am 
convinced that the history of medicine if properly handled, if taught com- 
petently, if given its proper place in the curriculum, can greatly contribute 
to the preparation of the type of physician which is needed today and will 
be needed still more tomorrow. 





SKIN REACTIONS IN DOCTORS AND 
NURSES ADMINISTERING 
ANTIBIOTICS * 


RECENTLY the attention of the Ministry of Health was drawn to the fact that 
some District Nurses had suffered from dermatitis after having given 
injections of streptomycin and penicillin to patients. Investigation showed 
that, while not common, the trouble did occur throughout the nursing 
profession both in and out of hospital. ‘The following advice has therefore 
been issued. It is realized that the technique here recommended following 
expert advice and ad hoc experiments, whilst in conformity with the practice 
of many doctors, differs markedly from that usually taught to nurses. 

Urticaria of the face and hands is known to occur in a proportion of those 
who administer antibiotics by injection. It results from sensitization pro- 
duced by contact of the solution with the skin, and is believed to be caused 
much more often by streptomycin than by penicillin. 

Contamination by the solution of the skin of both hands and face can 
readily occur when the syringe is held vertically at eye level and air expelled 
from it before injection: bubbles bursting at the tip of the needle then 
liberate a fine spray of the solution. In order to prevent sensitization, this 
operation must not be conducted in this way. The air should be expelled 
from the syringe with the needle still in the bottle from which the solution has 
been withdrawn. Care should be taken to support the piston during and after 
withdrawal, so that further air does not enter. Special care must be taken to 
ensure that the needle is firmly attached to the syringe so that no sudden 
leakage occurs under pressure. 

Contamination of the hands with solution can still take place if the needle 
used for withdrawal is removed and another substituted for the injection 


into the patients. ‘This is commonly done, either because a wide-bore 


needle facilitates withdrawal of viscous fluids, or because it is believed that 
perforation of the rubber cap blunts the needle. This belief is unfounded: 
it has been shown by experiment that piercing these rubber caps as many 
as 100 times does not affect the sharpness of the needle. ‘The second pre- 
caution advised is therefore that the same needle be used for both withdrawal 
and injection. ‘This is particularly necessary when giving streptomycin and, 
since this solution is not viscous, as fine a needle (e.g. No. 14 or even No. 17) 
may be used as is desired. After use the syringe should be rinsed out in 
plenty of water, and the doctor or nurse should then immediately wash the 
hands to rid them of any traces of solution left on them. 

These antibiotics are not the only possible causes of this type of skin 
affection, and any nurse developing it should consult her doctor at once. 





* A memorandum circulated by the Minister of Health to all hospital author- 
ities and local health authorities 


August 1953. Vol. 171 (195) 





CURRENT THERAPEUTICS 
LXVILI.-THE USE AND ABUSE OF SEDATIVES 
WITH SPECIAL REFERENCE TO THE BARBITURATES 


By THOMAS N. MORGAN, M.D., M.R.C.P. 


Senior Lecturer in Materia Medica and Therapeutics, The University of Aberdeen, 
Physician, Aberdeen General Hospitals. 


VeRY great improvements in treatment of disease have resulted from new 
drugs produced in ever-increasing numbers as a result of advances in 
chemical industrial technique, but it is not always well recognized that this 
very advantage carries with it inherent and unforeseen dangers. In no field 
of therapeutics is this danger more menacing than in that concerned with 
the use of sedative and hypnotic drugs. Formerly the physician could rely 
on paraldehyde, bromides, chloral hydrate, barbitone and phenobarbitone; 
now, however, he finds himself confronted with a number of barbiturates 
and mixtures of barbiturates with analgesics, and, further to confound con- 
fusion, the same drug may appear under a variety of proprietary names. 
The British Pharmacopaia is wont to give a proprietary remedy an approved 
name and later to change it completely when the substance is granted the 
precarious sanctuary of its austere pages. Even the expert may be hard put 
to it to identify a well-known substance when it appears under a strange 
soubriquet. 

The first requirement for the effective use of a sedative or hypnotic drug 
is that, within the limits of individual variation in response, its action should 
be predictable. When the number of drugs with a somewhat similar action is 
large, it is unlikely that any one individual will acquire an adequate ¢x- 


perience of the use of all of them. It is therefore advisable to restrict the use 


of sedatives and hypnotics to a small number of substances of proved value 
and of clearly defined action. Another result of the rapid increase in the 
number of sedatives and other drugs is that they are often made available 
before sufficient time has been allowed for adequate clinical trial, and this 
calls for a certain conservatism in their use. Reputable manufacturers submit 
any new substance of promise to exhaustive pharmacological investigation 
and to clinical trial, but there is a wide species variation in response to drugs 
and the results of animal experiment cannot be assumed to be true for man. 
‘The period of clinical trial is often too brief to reveal all the shortcomings of 
a new remedy. This is an understandable frailty and it is difficult to see how 
it can be overcome. Nevertheless, the danger should be borne in mind. As 
an example of a pitfall of this kind, the recently recognized risk of addiction 
to the barbiturates of medium-action duration may be cited. 


DEFINITION OF TERMS 


Various terms are used to describe the action of drugs which depress the 
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central nervous system, according to the degree and type of depression which 
they produce. Such terms as narcotic, hypnotic, analgesic and sedative have 
no constant and agreed definition, but for the present purpose the term 
narcotic is used to describe a drug which in therapeutic doses produces 
analgesia with a reduction in awareness leading to deep sleep or stupor. In 
small doses such substances often produce pleasurable alteration of mood 
and are in consequence liable to induce addiction. A /Aypnotic is a substance 
which will produce natural sleep. Hypnotics, particularly of the barbiturate 
series, produce subjective pleasant sensations and the risk of addiction to 
such drugs has not been sufficiently recognized. A sedative produces a re- 
duction in mental awareness short of that required to induce sleep, but 
sufficient to have a calming effect which is subjectively desirable, and patients 
may become dependent upon such substances to maintain a mental outlook 
which they have come to regard as desirable. It will be clear that the action 
of any drug which depresses the central nervous system depends upon the 
dose administered and, in the case of most substances, doses beyond the 
therapeutic limit will produce profound effects upon consciousness 

The numerous derivatives of barbituric acid which are available for the 
treatment of insomnia are convenient to administer and have many im- 
portant uses and advantages. Attention has thus been distracted from older, 
reliable, and safe hypnotics such as paraldehyde and chloral hydrate. For 
purposes for which paraldehyde or chloral hydrate would be adequate, there 
is a tendency to employ barbiturates, which, whilst undoubtedly effective 


and convenient in use, may be more dangerous 


PARALDEHYDI 
‘There is abundant evidence that this substance, despite its unpleasant smell 
and taste, is the safest of hypnotics. It is rapid in action and in doses of 5 to 
10 ml. induces sleep within 10 to 15 minutes; the patient should therefore 
be in bed before the drug ts taken. ‘he sleep produced apparently ditfers in 
no way from natural sleep and therapeutic doses do not depress respiration 
or circulation. On wakening the patient is not conscious of any after-effects. 
Paraldehyde is entirely devoid of analgesic action but will induce sleep in 
the presence of minor degrees of pain. The fate of paraldehyde in the 
tissues of man is uncertain: it is partly oxidized and partly excreted by the 
lungs and kidney but, unlike most other hypnotics, it is not entirely de- 


pendent upon the kidney for its excretion, a fact which gives it a particular 


value as a hypnotic in renal disease. Overdosage with paraldehyde causes 
only prolonged unconsciousness with relatively little respiratory depression, 
and recovery after a dose of as much as 15 ml. per 14 lb. (6.3 kg.) of body 
weight has often been observed. On account of its unpleasant taste and the 
smell which it imparts to the breath, paraldehyde addiction is rare, except in 
the case of chronic alcoholics who have reached a stage of some depravity 


‘The main disadvantage of paraldehyde lies in the fact that it ts liquid and 
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inconvenient to administer and that its unpleasant taste can be only partly 
disguised. For approximately twelve hours after a therapeutic dose the 
odour can be detected in the breath. For these reasons, in the treatment of 
ambulatory patients, it compares unfavourably with hypnotics which can be 
dispensed in tasteless tablets or capsules. For use in hospitals, however, the 
disadvantages mentioned are relatively unimportant, and in hospital practice 
paraldehyde should be more extensively used. When, in any individual 
patient, the unpleasant taste is an insuperable obstacle to its administration, 
doses of 5 to 8 ml. can be given by intramuscular injection. The injections are 
painful but the pain is transient and the patient is soon overcome by sleep 
In the treatment of convulsions, paraldehyde given in this way is a valuable 
and often neglected drug. Its use by intravenous administration mixed with 
saline is seldom called for and is undesirable, especially in pulmonary 
disease, but as premedication for anasthesia paraldehyde dispersed in saline 
is often given by rectal instillation in doses up to 30 ml. 


CHLORAL HYDRATI 

This is one of the oldest and most effective hypnotics, and in safety it rates 
second only to paraldehyde. In doses of 1 to 2 g. it produces, within fifteen 
minutes, a calming sedative effect followed by sleep, which appears to be in 
every way natural and lasts up to eight hours. From this sleep the patient 
wakes refreshed, usually without any after-depression. Chloral hydrate, 
however, is devoid of analgesic action and, if given in the presence of pain, 
sleep is prevented and confusion or delirium may result. It is without anti- 
convulsant action, and in conditions associated with increased reflex 
excitability is usually given with an anticonvulsant drug, such as bromide. 

The proper réle of chloral is as a hypnotic and, if the drug is used as a 
sedative, habituation may occur. ‘This was not uncommon when chloral 
hydrate was more extensively used than it is today. The clinical picture of 
chronic intoxication is characterized by some degree of confusion, impair- 
ment of memory, slurring of speech, and ataxia. This almost forgotten ex- 


perience, which rendered the use of chloral hydrate as a sedative undesirable, 


might have been expected to warn against the more deadly habituation 
which is now seen after the prolonged use of barbiturate sedatives. There is 
no good evidence that chloral hydrate has any adverse effect on the heart 
(Alstead, 1936). 


THE DERIVATIVES OF BARBITURIC ACID 
The derivatives of barbituric acid form an important group of hypnotics 
and sedatives and, since the introduction of barbitone and phenobarbitone 
in the early part of the present century, a large number of new members of 
the series have been prepared and are available for clinical use. It is im- 
portant to realize that whilst several barbiturates have certain individual 
characteristics of pharmacological interest, therapeutically they differ from 
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one another mainly ir the intensity and duration of their action. This 
difference is the clinical expression of the chemical fate of these drugs in the 
body and it may be permissible to make the generalization that those bar- 
biturates which have a brief action are rapidly changed in the liver, whilst 
those with a prolonged action are less rapidly detoxicated and are for the 
most part slowly excreted by the kidney. It is therefore possible by judicious 
selection to obtain a gradation of effects, varying from a sedative or calming 
effect of long duration, a hypnotic effect lasting several hours to a brief and 
intense depression amounting to anasthesia. Barbiturates can thus be 
classified in accordance with the duration of action into —‘long acting’, 


‘medium acting’, and ‘short acting’. 


PHARMACOLOGICAL ACTION OF BARBITURATES 
On the central nervous system all barbiturates show the same type of de- 
pressant action and differ only in the degree of depression produced by thera- 


peutic doses. ‘Those barbiturates which have a medium duration of action 


produce a subjective emotional change amounting almost to euphoria. ‘The 
barbituric acid derivatives are entirely without analgesic action and, when 
given as hypnotics to an individual suffering pain, usually produce con- 
fusion, restlessness and delirium. When pain is of minor degree and is 
amenable to such drugs as acetylsalicylic acid or phenacetin, barbiturates are 
believed to potentiate the action of the analgesic, and sleep may be induced 
by administering a mixture of such analgesics with a short-acting barbiturate. 
There is little justification for the employment of proprietary mixtures of 
barbiturates and analgesics. Habituation can be produced in this way and it 
is a simple matter for the physician to construct mixtures of his own choos- 
ing with actions appropriate to the occasion. In hypnotic doses, barbiturates 
induce sleep within 15 to 60 minutes and for this purpose those of medium- 
action duration are for the most part employed. When a long-acting drug is 
used, sleep is prolonged and is usually followed by a period of somnolence 
and impairment of mental acuity. In large doses, all barbiturates depress 
the motor functions of the brain. Supreme in this regard is phenobarbitone 
and its soluble sodium salt and for this reason it has become the mainstay 
in the treatment of epilepsy. The methyl derivative of phenobarbitone is 
almost devoid of hypnotic action but retains the anticonvulsant action of 
phenobarbitone and is therefore only used in the treatment of convulsive 
states. The sodium salts of phenobarbitone and barbitone differ from the 
parent substance only in being soluble. They are therefore rather more 
quickly absorbed and their action is more rapid in onset. 

The exact site of action of barbiturates on the brain is uncertain, but there 
is certain clinical and experimental evidence (Leiter and Grinker, 1934; 
Masserman, 1937) to suggest that the action is subcortical and probably 
located in the thalamus. During sleep induced by a large dose of barbiturates, 
the respiratory exchange is only slightly depressed, but toxic doses pro- 
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foundly depress the medullary centres and the sino-aortic chemoreceptors 
Death after an overdose of a barbiturate is due to respiratory and vasomotor 
failure or to the consequences of these actions. Although individual bar- 
biturates have some interesting pharmacological effects on the autonomic 
nervous system, these are not clinically important and there is little evidence 
that in therapeutic doses these drugs have any significant action on the liver, 
kidney, gastro-intestinal tract or cardiovascular system. 

The characteristics of the actions of the commonly used barbiturates are 
set out in the table and it will be noted that the barbiturates most liable to 


Pasir 1 ACTION OF THE COMMONLY Usep BARBITURATES 





Dura Anti 

tion of con 

Action Addiction | vulsant 
Official Name Proprietary Name Oral Dose (Hours) Liability Action 


Phenobarbitone l.umuinal 30 to 120 mg. 8 to 16 Slight Marked 
Cardenal 
Phenobarbitone 
sodium 70 to 120 mg. 8&8 to 16 Slight Marked 


Barbitone Veronal 0.3 to 0.64 8 to 16 Moderate Slight 


Barbitone 

sodium Medinal 0.3 to O.6g Sto 16 Moderate Slight 
Amvylobarbitone Amytal O.2z2too.6g gto Marked Slight 
Butobarbitone Sonery! Ho to 120 mg zy to 8 Marked Slight 
Pentobarbitone 

(sodium) Nembutal O.1 too.2g to 8 Marked Slight 
Cyclobarbitone Phanodorm .2wo48 3 to 6 Marked Slight 
Quinalbarbitone Seconal 50 to 200 mg 3 to 6 Marked Slight 


Hexobarbitone Evipan; Cyclonal 0.25 to oO.5 2 2 to 6 U'neertaiu Shyht 


Thiopentone 





Pentothal Bret Nil Marked 


sodium 


Methyl! pheno 
barbitone Phemutone 6o to 200 mg 8 to 16 Nil 





Marked 


induce habituation or addiction are those with an intermediate or short 
duration of action. Until recently it has not been widely recognized that 
barbiturates produce subjective alterations in mood which may lead to their 
abuse. ‘Taken in sub-hypnotic doses they produce a feeling of mental re- 
laxation and elation, closely similar to that produced by alcohol. Alcoholics 
may use them to reinforce the effect of alcohol and in time may come to 
prefer them to it. The members of the group most likely to be used in this 
way are those with a short-action duration such as pentobarbitone, buto- 
barbitone and amylobarbitone. The long-acting barbiturates are perhaps less 
pernicious in this respect but psychologically predisposed individuals may 
develop dependence even on these. The habit of taking barbiturates, once 
established, amounts to true addiction as usually defined, in that the affected 


person not only develops a craving for the drug but suffers severe mental 


and physical deterioration and, on withdrawal of the barbiturate, shows a 
well-defined and characteristic series of symptoms. The barbiturate habit is 
thus different from such common drug habits as the tobacco and caffeine 
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habits in that it is manifestly harmful to the individual in such a way as to 
constitute a menace to society, and is not very different from addiction to 


morphine or cocaine 


rOXIC EFFECTS OF BARBITURATES 

The effect which follows the ingestion of a large overdose of barbiturate is 
well known and generally easy of recognition, and although acute barbiturate 
poisoning presents an interesting and difficult problem in treatment it is 
perhaps overshadowed in importance by chronic barbiturate intoxication, 
because this latter condition, although common, is not so well recognized. 
Just as the recognition of the psychosis which results from the long- 
continued ingestion of bromide was long delayed, so are physicians often 
unfamiliar with the result of prolonged administration of barbiturates. ‘This 
fact attains importance in view of the extensive use of barbiturates in the 
countries of the western hemisphere, as shown, for instance, in Isbell and 
Fraser's (1950) review of the evidence that barbiturate addiction is increasing 
in the United States. 

The consumption of barbiturate drugs must be high, as is seen from the 
fact that approximately 300 tons of barbiturates are manufactured annually 
in America alone. The consumption of barbiturates in Great Britain is 
difficult to assess, but Dunlop and his associates (1953), in their analysis of 
prescriptions in this country, have stated that 10 per cent. of all prescriptions 
are designed as sedatives. Further evidence that barbiturates are to some 
extent abused is provided by the high incidence of hospital admissions of 
cases of acute and chronic barbiturate poisoning. Of chemical agents taken 
with suicidal intent the barbiturates now rank second only to carbon mon 
oxide. Undoubtedly, many cases of acute barbiturate poisoning are due to 
the ingestion of an excessive dose during a state of chronic intoxication. 

The manifestations of chronic barbiturate intoxication are produced by 
modification of the functions of the central nervous system, but there is wide 
variation in the susceptibility of different individuals to these drugs and even 
of the same individual at different times. The signs are not unlike those of 
severe chronic alcoholism. The affected individual is mentally impaired, his 
speech is slurred, the acuity of his mind blunted and the speed of his 


responses slowed. He is forgetful, particularly of recent events, has difficulty 


in sustaining a logical process of thought and his judgment or ability to 
assess values is impaired. Often, inherent personality traits are exaggerated 
and the individual may become depressed, unjustifiably elated or aggressive 
These defects lead to loss of care and attention to personal affairs so that 
business matters are neglected, habits become dirty and careless, and 
finally a state of infantile irresponsibility is reached. With these mental 
changes, objective signs can be observed which are suggestive of cerebellar 
dysfunction. The gait is ataxic, Romberg’s sign can be elicited, the muscles 
are hypotonic and the movements are asynergic and tremulous. ‘The 





202 THE PRACTITIONER 


abdominal reflexes are reduced but the deep reflexes and pupillary reflexes 
are not affected. Devastating as these changes are to the observer, the 
patient himself is overwhelmed by a desire for the drug on which he has 
become dependent and seeks avidly to maintain and even increase his 
dose. 

It will be seen from the foregoing description that chronic barbiturate 
intoxication may mimic a number of diseases of the nervous system, notably 
disorders of the cerebellum, dementia paralytica, neoplasm of the frontal 
lobe, or one of the forms of presenile dementia. 

Withdrawal symptoms._-As in addiction to morphine or alcohol, the 
abrupt withdrawal of barbiturates is followed by a series of abstinence 
symptoms which vary in intensity in different persons. Shortly after the 
withdrawal of the barbiturate there is considerable improvement in mental 
acuity and coordination improves greatly but, from being dull and apathetic, 
the patient becomes apprehensive, tremulous, anxious and excitable. ‘The 
appetite is impaired and this anorexia mounts to nausea and even vomiting. 
Insomnia, loss of weight and severe muscular asthenia are prominent 
features. ‘The pulse rate increases, and it is stated that postural circulatory 
reflexes are impaired (Isbell and Fraser, 1950). Prominent among the 
neurological manifestations of withdrawal are convulsions and a character- 
istic psychosis. ‘These two features vary in their incidence in different in- 
dividuals. Some patients develop convulsions with little mental change; in 
others the psychosis is the dominant feature. It is characteristic of the 
convulsion of barbiturate withdrawal that the patient is not stuporose for 
long after the seizure. ‘The psychosis which develops several days after with- 
drawal of the barbiturate is characterized by visual and sometimes auditory 
hallucinations and produces changes in behaviour which depend upon the 
personality characteristics of the patient. These hallucinations are usually 
short lived, tend to occur during the night, and disappear gradually over a 


period of two weeks. 


rHE TREATMENT OF BARBITURATE ADDICTION 
In view of the severe and distressing symptoms which follow barbiturate 
withdrawal, it is clear that the drug should be stopped gradually so as to 
maintain a mild but declining state of intoxication. Periodically the re- 
duction in dose should be arrested for some days and then resumed. Pento- 
barbitone or amylobarbitone is convenient for this purpose at the beginning 
of treatment, but once the dose has been reduced to 0.1 g. twice daily it may 
be replaced by phenobarbitone in doses of 30 mg. in the morning and 60 
mg. in the evening. Subsequently, this dose should be reduced until all 


drug treatment is stopped. On no account should alcohol be used as a sub- 
stitute. As with all drug addictions, the prognosis depends upon the co- 
operation of the patient and it is desirable that the patient should be removed 
from his home surroundings and placed in an appropriate environment. 
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THE USE AND LIMITATIONS OF BARBITURATES 

In Great Britain the sale of barbiturates is strictly controlled under Schedule 
4 of the Poisons Act and they may be supplied only on prescription. So far 
as the general public is concerned, therefore, severe chronic intoxication 
is unlikely from the therapeutic use of barbiturates. Cases do occur, how- 
ever, from the repeated use of these drugs as hypnotics. Barbiturate addic- 
tion in its more severe forms is not uncommon in psychologically disturbed 
persons. Psychiatrists are wont to supplement psychological treatment by the 
administration of barbiturates to persons who, on account of their psycho- 
logical disorders, are strongly predisposed to addiction to any substance 
which has the power to still the restlessness of the mind. A real danger also 
confronts members of the medical profession who have ready access to these 
drugs and who may develop a habit of taking a barbiturate regularly to in- 
duce sleep, only to find that, imperceptibly, the dose increases. A person who 
would never dream of taking a well-recognized drug of addiction may de- 
velop the barbiturate habit in ignorance and from the most innocent of 
motives. 

The value and the danger of the barbiturates lie in the ease with which a 
gradation of effect can be produced. Any degree of depression, mild sedation 
or drowsiness, deep sleep or anesthesia can be secured by a proper selection 
of one of these drugs. In insomnia, efforts to find and eradicate the cause of 
the insomnia should take precedence over the use of drugs, but if hypnotics 
are absolutely necessary a barbiturate with an appropriate time of onset and 
action can be chosen. If the patient experiences difficulty in falling off to 
sleep, a barbiturate with a rapid onset of action should be used. On the other 
hand when the complaint is of frequent waking during the night, barbitone 
or some other long-acting drug is preferable. It cannot be too forcibly em- 


phasized that the use of barbiturates in insomnia should not be prolonged 


indefinitely, should be alternated with chloral hydrate, and should be 
discontinued as soon as possible. 

As sedatives in conditions such as hyperthyroidism and mania, barbitur- 
ates are unrivalled, but the need for them should be clear and definite. Far 
too often, barbiturates are given to quieten an anxious patient when his 
anxiety is reasonable and well founded and would be effectively allayed by 
simple explanation and confident reassurance. Sedatives given to such a per- 
son often produce only a state of restless confusion. When pain is a factor in 
causing anxiety, the barbiturates are useless and harmful, since, in sub- 
anzsthetic doses, they do not relieve pain and only cause confusion and 
delirium. In pain of minor degree a small dose of a short-acting barbiturate 
may usefully be given with salicylic acid or another analgesic of like action. 
In the elderly patient suffering the manifold discomforts and anxieties of 
old age the barbiturate drugs are often grossly over-prescribed: the patient 
is quietened at the expense of his reason, and prolonged administration leads 
to confusion and loss of condition. The discontinuance of sedatives, increased 
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attention to diet, and general care often produce remarkable improvement in 
old people. 

As sedatives before operation, and in conjunction with other anzsthetic 
agents, barbiturates have considerable value, but for this latter purpose they 
should be given under the careful supervision of a skilled anzsthetist. In 
obstetrics, barbiturates are often given in doses which will produce 
drowsiness and even sleep between the pains of labour. ‘The patient, how- 
ever, is often uncooperative and it should be remembered that these drugs 


pass the placental barrier and may reach a dangerous concentration in the 


foetal circulation. 


CONTRAINDICATIONS 
Idiosyncrasy is the only absolute contraindication to the use of barbiturates. 
Some patients react to these drugs with excitement rather than depression; 
others appear to be unduly sensitive to their depressant action and in them 
a therapeutic dose may produce prolonged lassitude and apathy. Skin rashes 
of an allergic type are not uncommon in people who exhibit other character- 
istics of allergy such as asthma or urticaria. Since barbiturates are destroyed 
by undergoing chemical change in the liver or are excreted by the kidney, 
it follows that caution is necessary in their use in the presence of severe 
hepatic or renal disease. In severe anemia the depressant action of bar- 
biturates may be excessive just as morphine and other narcotic analgesics 
produce an exaggerated and often unexpected degree of depression. 


CONCLUSION 
Irom the foregoing remarks it will be seen that although the derivatives of 
barbituric acid are of great and versatile usefulness, discretion and ex- 
perience are required to obtain the maximum benefit from their use. Great 
harm can come from the belief that they are entirely innocuous and it should 
be remembered that chloral hydrate and paraldehyde have by no means 


outworn their usefulness. 
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REVISION CORNER 
THE TREATMENT OF CYSTITIS 


WHEN deciding upon treatment for the common non-tuberculous bacterial in 
fections of the bladder, it must be remembered that apart from those occurring in 
pregnancy, such conditions are often the result of infection elsewhere in the 
genito-urinary tract especially the kidney, an abnormality in the bladder itself or 
an obstruction to the free flow of urine. 


NECESSITY FOR FULL INVESTIGATION 
Thus, if the primary cause for the infection is not sought out and dealt with, 
treatment of the cystitis will almost certainly be followed by relapse and, if anti 
biotics have been employed, the organisms present in subsequent attacks may 
prove to be resistant strains. 

Ideally, therefore, all patients suffering from cystitis should have a straight x-ray 
of the urinary tract, an intravenous pyelogram, followed by cystoscopy and, if 
necessary, retrograde pyelography, in addition to full microscopical and bacterio 
logical examination of the urine. ‘This is perhaps a counsel of perfection, but 
certainly all patients in whom the condition is chronic, recurrent or fails to show the 


expected response to therapy should be investigated along these lines 


If structural abnormality, hydronephrosis, stone, neoplasm or stricture is found, 
the indications for surgery must be considered on their merits. Furthermore, in 
these circumstances it is generally wise to withhold at least one antibiotic to which 
the organism is known to be sensitive for use in covering the operation. ‘The 
practice of trying one antibiotic after another in the hope of clearing a persistent 
infection and only submitting the patient to full investigation when all have failed 
cannot be too strongly condemned. 


PRINCIPLES OF TREATMENT 

Having stressed the importance of searching for a reason for the occurrence of 
cystitis, consideration can be given to the direct treatment of the condition itself 
Three principles are involved 

(1) A large fluid intake. 

(2) The regulation of the urinary px to embarrass the growth of the responsible 
organisms. 

(3) The administration of a suitable sulphonamide or antibiotic 

‘The passage of large quantities of urine through an inflamed bladder will have a 
beneficial effect in washing away organisms and debris, and may give great 
symptomatic relief. A minimum intake of five pints (3 litres) of fluid is essential 
and should be continued so long as infection is present. It is even more important 
when sulphonamides are being given, in order to minimize the risk of anuria by 
preventing the crystallization of sulphonamides in the kidney 

Most infected urines are ac id, so that much good may he accomplished by 
rendering the urine alkaline to litmus by the administration of a mixture contain 
ing sodium bicarbonate and potassium citrate in equal parts. In the pre-antibiotic 
era it was found that the sudden switching of the urinary pH from an alkaline to an 
acid reaction and vice versa at intervals of a few days did much to discourage the 
growth of organisms, In the vast majority of patients antibiotic therapy has made 
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this unnecessary, but in the occasional resistant case such a procedure may still 
be of value. Mandelic acid was used to render the urine acid. 

Antibiotics are excreted by the kidneys in considerable amounts so that the 
dosage necessary to obtain therapeutic concentrations in the urine is considerably 
less than that required to combat infection in other situations. 

At the present time the general practitioner has three antibiotics readily avail- 
able: penicillin, streptomycin and chloramphenicol. Aureomycin, terramycin and 
polymyxin E may occasionally be necessary in special instances. 

In general, antibiotics and the sulphonamides should be given in courses of five 
to seven days. If the desired result is not obtained by this time, no useful purpose 


is ever served by continued administration. 


SULPHONAMIDES 
These are still the sheet anchor in the treatment of urinary infection. They are 
cheap, relatively non-toxic and very effective against most of the organisms that 
commonly cause cystitis such as B. colt. Sulphadimidine (sulphamezathine) or 
‘sulphatriad’ is suitable and should be given as a loading dose of 2 g., followed by 
0.5 g. six-hourly. In practice it is justifiable to try the effect of a course of sul- 


phonamides without waiting for bacterial examination of the urine. If this fails 
to control the infection, investigation of the patient along the lines described 
above, together with bacteriological identification and sensitivity tests of the 
organism concerned should be awaited before further antibiotics are given. 


PENICILLIN 
Penicillin is useful in combating streptococcal, gonococcal and certain staphylo- 
coccal infections of the urinary tract. Procaine penicillin, 300,000 units twice 
daily, is usually adequate. It is relatively cheap and, apart from occasional urticarial 


skin rashes, is practically non-toxic. 


STREPTOMYCIN 
Streptomycin is an excellent antibiotic with a wide range of action against many 
gram-positive and -negative organisms. Unfortunately, resistance is acquired in 
the course of a few days by nearly all organisms except M. tuberculosis and this 
greatly detracts from its value. Second courses therefore are practically never 
successful and in urinary infections its use should be reserved for those cases in 
which i vitro sensitivity tests show that it is the antibiotic of choice. In such 
circumstances, if surgery is contemplated it should be withheld to cover the opera- 
tion and the immediate postoperative period. A dose of 1 g. twice daily should be 


given and with a short course toxic effects are most unusual. 


CHLORAMPHENICOL 
Chloramphenicol has the widest range of the antibiotics so far described. It is the 
only effective agent against the salmonella group. It should be given in a dose of 
0.5 g. six-hourly and a course should never exceed one week. The danger of 
toxicity to the bone marrow occurs often enough to limit its administration to 
essential circumstances, and this danger is magnified with second courses. Apart 
from this, less serious effects of gastro-intestinal irritation and ulceration of the 


buccal, anal and vaginal mucous membranes occur. 
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AUREOMYCIN, TERRAMYCIN AND POLYMIXIN F 

‘These should be reserved for those cases in which in vitro sensitivity testing shows 
them to be the antibiotic of choice. In view of the dangers of bone-marrow damage 
caused by chloramphenicol, it is probably wise in any patient who has previously 
had chloramphenicol to use aureomycin or terramycin if im vitro tests show these 
to be equally suitable 

There is now a wide range of antibiotics to combat bacterial infection of the 
bladder, but two organisms, namely B. proteus and Ps. pyocyaneus, may not 
infrequently be resistant to all. In these circumstances it is necessary to fall back on 
the methods of high-fluid intake and artificial alterations in the urinary pH 
which, after all, successfully combated the great majority of cases of cystitis in 


the pre-antibiotic days. 


rUBERCULOUS AND BILHARZIAL INFECTIONS 
It remains to mention briefly two special types of cystitis. Tuberculous infection of 
the bladder generally follows renal lesions. If these are predominantly unilateral, 
surgical removal of the affected kidney may be indicated, whilst in extreme cases 
in which the bladder has contracted to such an extent as to be unable to contain 
more than an ounce or two of urine, transposition of the ureter into the colon may 
offer the patient the best hope of relief. Nevertheless, the recent discovery of 
isoniazid which can be used in conjunction with streptomycin and PAS has 
brought new possibilities to the medical treatment of this condition, and should 
perhaps encourage a more conservative approach to this problem than hitherto 
would have seemed justified. 
Bilharzial infection is best treated with one or more courses of intramuscular 
injections of a suitable antimony preparation. 
KENNETH MAcLEAN, M.D., M.R.C.P 
Issistant Physician, Guy's Hospital 


THE CARE OF THE SKIN IN INFANCY 


Tue danger of writing or reading an article on this subject is that it may easily 
encourage fads and fussiness. The skin of a healthy infant is usually equally able 
to tolerate either neglect or over-attention and as a rule is none the worse for its 
contact with any brand of soap or dusting powder. So long as there are no signs 
of intolerance, which are likely first to appear as an erythema or irritation, it 1s 


probable that casual attention accelerates the toughening process of time and gives 
the infant the right qualities for his unruffled adaptation to his environment. 


THE DAILY BATH 
The healthy infant may have his daily bath and be washed with any good quality 
toilet soap, the less perfumed the better, after which the skin should be thoroughly 
dried and the folds and creases of the skin may be powdered with a baby’s talcum 
powder. It would appear to be part of the ritual to avoid using soap on an infant's 
face, but there seems to be little reason for this, provided mother or nurse is careful 
not to get soap into baby’s eyes. Plump infants with greasy skins are apt to get 
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grouped comedones on their cheeks if the skin is not adequately washed and, 
worse still, if the skin is cleansed with oil. If the room is reasonably warm it 1s 
undoubtedly advantageous to let the infant remain naked on mother’s lap for an 
increasing time. ‘he naked skin is stimulated to adapt itself to exposure and the 
cutaneous vessels contract and the activity of the sweat and sebaceous glands is 
thus reduced. All this is to the good because the moist or greasy skin is much 


more vulnerable to pyogenic infection 


CLOTHING AND THE SKIN 

For the same reason, infants should not be overclothed, and the mother can 
determine if this is so by placing the hands on the infant’s skin under the clothing 

if the skin feels hot and moist, a garment should be removed. Too much has 
been made of the fact that the surface of an infant’s skin, in proportion to its 
mass, is greater than that of an adult, for an infant’s metabolic rate is considerably 
higher than that of an adult and it is surprising how many infants and young 
children kick off many of their bedclothes and seem to be half frozen in the 
morning and yet are none the worse for it. More consideration must, of course, be 
given to the premature infant, or to one much undersized or marasmic, and pat 
ticular care about loss of heat must be taken if an infant has, or is convalescent 
from, gastro-enteritis. Wool is less absorbent than cotton and is a better non- 
conductor of heat so that there are at least two good reasons for the use of a soft 
woollen vest next to the skin However, some skins are intolerant of wool and the 
child will be seen to fidget and may develop mild erythematous or urticarial 
eruptions from contact with it. In such a case, cotton vests should be used instead 
and in cold weather a woollen one may be worn outside it. Cotton has the hygienk 
advantage of being more easily washed and it may safely, and with advantage, be 


boiled which gives a relatively sterile garment. 


DANDRUFF AND SEBORRHCEA 
If the infant has much dandruff, cotton next to the skin ts of advantage because the 
numerous organisms in scurf are retained in a woollen vest and may produce 
scaly or follicular seborrheic eruptions on the infant’s body. Mild scurfiness of 
the scalp will often respond to inunctions of a simple vegetable oil, such as 
arachis or olive oil, followed by a shampoo with soap preceding the bath. If this 


> 


is inadequate, the scalp should be lightly rubbed with an ointment containing 2 


per cent. of precipitated sulphur and 2 per cent. of salicylic ac id in the emulsifying 
ointment, B.P. With this base the ointment is readily washed out of the scalp, 


but occasionally the emulsifying fractions irritate the skin and then the base may 
if the scalp is very dry, soft 


be changed to the ointment of wool alcohols, or, 
paraftin would be a better base. The first mentioned base 1s undoubtedly the most 


elegant if well tolerated 


INTERTRIGO 
The folds of the skin, particularly in a plump infant, require particular attention 
and should be well dried and kept powdered to prevent friction. Redness de- 
veloping in folds of skin may be due to simple friction and moisture, or to pyo- 
genic or seborrhacic infections. Any signs of redness indicate the need for a mild 
antiseptic solution, such as the proflavine solution, or the tannic acid lotion of the 


National Formulary. A more astringent and antiseptic dusting powder is that 
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containing mercury subchloride and bismuth subgallate (N.F.). The early use ot 
an antiseptic lotion and a powder will usually control an infected intertrigo and 


the same treatment is excellent for any persistence of infection in the umbilicus 


ECZEMA IN INFANCY 
The early sign of eczema in infancy is often the appearance of groups of minute 
papulo-vesicles in front of the ears, or, if the scalp ts scurfy, the first eruption may 
arise in the scalp or around the margins of it on the forehead and behind the ears 
When the protective horny layer of the skin has been detached by exudation, tap 
water is drawn by osmosis into the living cells of the epidermis, disrupting them 


Fic. 1.——-Napkin eruption—-ammoniuacal burns 


and liberating histamine and metabolites which produce the vesicular reactions 
which are prominent in eczema. With the obvious intolerance of bathing, the 
mother is often advised to discontinue the use of water and to clean the infant's 
skin with oil. ‘This shuts in sweat and exudation and greatly increases the sus 
ceptibility to infection with resulting aggravation of the eczematous process 
Normal saline, i.¢., approximately 1 per cent. solution of common salt, cannot be 
injurious to exposed living cells and eczematous children may with advantage and 
comfort be immersed daily in saline baths 

If the skin of an eczematous infant is unduly dry, 1 ounce of the emulsifying 
ointment, B.P., may be creamed in a little water and added to the infant's bath 
and this confers a certain emollient quality to the bath with gratifying results 
Nothing can be more physiologically suitable for a delicate or broken skin than 
boiled milk, which may be medicated by the addition of 1 per cent. of boric acid 
‘This increase of the natural acidity of milk supports what is known as the ‘acid 
mantle’ of the healthy skin and further inhibits the bacterial flora. This simplk 
remedy may well prevent the extension of a mild eczema if applied early, and it 
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will also be suitable for the mild chapping of an infant’s skin which may occur 
after exposure to cold weather or rain. ‘The milk may be allowed to dry on the 
skin and then the addition of a bland talcum powder, or of ether soluble tar 
powder, will add to the protective layer, and the latter may relieve irritation. 


NAPKIN ERUPTIONS 
One of the most common napkin eruptions is intertrigo or mild pyogenic infection 
of the soiled skin, and the measures earlier described may be used for its preven- 
tion or control. Contact dermatitis due to irritation of the urine or of soiled 
napkins, or to the use of strong soaps or detergents in washing the napkins, is 
recognized as erythematous areas on the convexities of the buttocks and thighs. 
It is probably better that the napkins be washed in plain water and then well 
rinsed in several changes of clean water before being dried, and a detergent should 
be suspected if erythematous eruptions appear. The most severe form of napkin 
dermatitis is seen when the urea in soiled napkins is fermented by facal or- 
ganisms to produce ammonia (fig. 1). ‘This strong alkali burns the baby’s skin and 
may produce blisters or deep erosions which are inevitably infected with pyogenic 
organisms. ‘l’o prevent the formation of ammonia, the napkins, after washing and 
rinsing, should be given a final rinse in a solution of 1 in 2000 chloride of mercury, 
or in a saturated solution of boric acid and then be wrung out and allowed to dry 
so that the antiseptic is left in the napkin. It is an advantage also to swab the 
napkin area with solution of proflavine (N.F.) and to let it dry on the skin and then 
to powder the skin with a dusting powder containing mercury subchloride and 
bismuth subgallate. A modern but much more expensive technique is to employ 
solutions containing silicones or ionic exchange resins. I have seen excellent re- 
sults follow the use of the latter but they may well be reserved for the obstinate 
cases which may fail to react to the simpler measures already described. 
I am indebted to Mr. D. Martin, the Department of Medical Illustration at The Hospital 
for Sick Children, for the excellent photograph. 


REGINALD ‘Tl’, BRAIN, M.D., F.R.C.P 

Physician in Charge, Skin Departments, Royal Free Hospital and 
The Hospital for Sick Children, Great Ormond Street; 

Physician, St. John's Hospital for Diseases of the Skin. 


NOTES AND QUERIES 


done by her daughter. She was given a cup of 
black coffee, with half an eggspoonful of sugar 
The whole thing cleared up in a quarter of an 


Insulin Sensitivity 
Query.—A diabetic patient of mine, a lady of 


eighty-seven years, has been having daily in- 
hour, leaving a slight headache 


I take this to be a case of insulin sensitivity 
Do you consider that the condition will con 


tinue if the injections are resumed with gradually 


jyections of 15 units of soluble insulin for the last 
fifteen days. She used to have insulin a few 
years ago, but she discontinued it against 
medical advice. The other day, tmmediately 


» , oe & > , 2 » 
after the injection, she developed a generalized increasing doses hould ‘benadryl’ be given 


urticarial rash, intense itching, pallor, and ‘S®™e Ume before the injection? In view of the 


urgent desire to micturate and to pass 4 motion, 
This she did, passing a liquid motion. There 
was also marked restlessness. I was not present 
during the attack, as the injections were being REPLY 


age ot the patient, would it be wiser to control 
the glycosuria, so far as possible, with diet 
only? 


Your reader does not state the reasons 
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for giving insulin to his patient of eighty-seven 
and, unless she has symptoms which cannot be 
controlled by diet, or significant ketosis, or pro- 
gressive loss of weight, I would suggest that she 
would be better treated by diet alone even if this 
results in the persistence of a certain degree of 
The attack 1s 
suggestive of insulin sensitivity, and if there is 


glycosuria description of the 
good reason to continue the use of insulin in 
this case, | would suggest that an intradermal 
injection test be done first and, if this ts negative, 
that one of 
before a further subcutaneous injection ts made 


the antihistamine drugs be given 
If it is positive, however, it may be necessary to 


desensitize the patient, a procedure which 
should be undertaken in hospital 


Witrrip OAKLEY, M.D., 


T.A.B. Inoculation and 
Poliomyelitis 


(QUERY One of my patients ts proposing to 
go to the Continent for his holiday this year 


The 


recently but he has 


He 1s taking with him his 15-year-old son 


boy has been vaccinated 


never been inoculated against typhoid. In view 
of the alleged association between inoculations 
at this time of the year and poliomyelitis, is 


there any reason why the boy should not be 


inoculated against typhoid? 
REPLY 


general terms 


This question cannot be answered in 
The 


circumstances. It is a 


answer depends upon the 


particular matter of 


balance of risks. On the one hand, it depends 


upon the prevalence of poliomyelitis in the boy’ 


neighbourhood and particularly in his im 


mediate environment. If it ts high or rising 


significantly, moculation against typhoid ts 


probably inadvisable at the present time. On 
the other hand, it depends upon the part of the 
Continent to be visited and the boy’s probable 
If, for example, he intends to 


drink 


inoculation 


mode of life there 


eat oysters or unboiled water from 


streams, would be desirable, the 
uch circumstances far 


than the risk of 


risk of typhoid being in 
greater post-inoculation 
pohomyelitis 


H. STANLEY BANKS, M.D., 


Betasyamine and Poliomyelitis 
CQUERY —An article in an American publication 
published in November, 
New Wonder 


which ts 


Pageant, 
titled 


1952, 18 


Betasyamine Drug’. It 


deals with a drug apparently made 


from glycocyamine and betaine, and it ts sup 


posed to help in the regeneration of paralysed 


muscle amongst other things. Apparently a 


report on this substance has been published in 
Western Medicine 


the Annals of and Surger) 


AND 


QUERIES 


.. 2i! 

The husband of a post-polio victim, who ts a 
patient of mine, 1s most anxious to know more 
would be most 


about this preparation, and I 


grateful for any information you could let 


me have 
REPLY 


therapeutically 


seem dogmatic and 
with 


Although it may 


nihilistic, it may be said 


confidence that betasyamine is worthless un the 
treatment of poliomyelitis, acute or convalescent 
Avex. J 


PROFESSOR STEIGMAN, M.D 


Sunshine and Pulmonary 
Tuberculosis 
QUERY \ 


recently 


patient of mine, aged seven, was 


given a tuberculin test at school, to 


which she reacted positively. She was told that 
in view of this she must never go out into the 
sunlight for fear of a flare-up of the disease. The 
mother of course was reduced to a quivering 
nerves. We are all reputed to react 


May we 


If we are 


mass otf 


positively after the age of twenty 
never then go out in the midday sun 


at what age ts tt regarded as safe 


REPLY 


been 


This question suggests that there has 


some misunderstanding, and more in 


formation is needed. If the positive tuberculin 


tests led to an x-ray examination and this 
showed a primary focus, possibly with enlarged 
glands as well, it would be reasonable to suggest 
avoiding the sunshine for the time being. On the 
hand if the 


test and the 


other only finding was a positive 
child ts in perfect health then of 
advice ts rubbish. It ts 


that 


course the common 


knowledge sunshine, natural or artificial, 


for subjects with active or healed lung lesions ts 
madvisable at any age 


Proressor ALAN MONCRIEPT, « 


Chronic Lymphatic Leukamia 
Query (from Irak) 


concerning the 


What are the modern views 


etiology of chronic lymphatic 


leukamia? In the early what 1 the 


differential 


Sstayes 


diagnos in the aged between 
lymphatic leuka’ mia and infective mono 


it the Paul-Bunnell test 1 


chrori 


nucleosi newative 


chron 


REPLY Ihe 


leuka@muia ms not 


etiology of l mphati 


certain; none of the various 


propo ed has provided a detinite 


theories 


answer The main theore have supe ted as 


causes 

(a) Infection, for which there is no satisfactory 
evidence apart from the work on fowl! leukamuia 
Human leukwmias cannot be transmitted b 
means of blood, tissue extracts or infections to 


man, and it is extremely rare to find leukemia 
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occurring more than once tn a family or house 


hold 

(b) Neoplastic changes, because leukamia re 
sembles certain neoplasms in many clinical and 
histological aspects, whilst in leuka#mic disease 
such as chloroma and plasma cell leukawmia 
there may be definite tumour-like masses in bone 
and other tissues. On the other hand, there are 
important feat ures of the leukamias that do not 
fit in with this view, and the neoplastic theory 
is not proven, although a possible and certainly 
very attractive theory 

(c) Disturbance of metabolism: It has been 
suggested that the alterations in the leucopoietic 
particularly in the marrow, are 
associated with disorder of 
metabolism, and it is not difficult to see the con- 


mec hanism, 


lipoid 


metaboli 


nexion here with the monocytes in monocytic 
leukemia, or the similar lipoid metabolic dis- 
turbances in Gaucher's disease. On the other 
hand, the remarkable therapeutic effects of the 
alkylamines, urethane, and aminopterin might 
indicate a disturbance of purine metabolism in 
some leukaemias 

(d) Maturation defects in leucopoiesis: Dur- 
ing the last five years claims have been made 
that there are two specific substances excreted in 
the urine that are 
myeloid or lymphoid proliferation, and these 
and ‘lymphokentric’ acids 


capable of stimulating 


two ‘myelokentric’ 
balance to produce normal leu 


An excess of lymphokentric acid in 


maintain a 
copolesis 
acute 


the body leads to the production of 


lymphatic leukemia, whereas chronic lymphatic 
leukamia arises as a result of an excess of the 
factor in the 


This work has not yet been 


lymphokentric presence of the 


myelokentric factor 
confirmed 

(e) ‘Toxic factors: From time to time the r6le 
drugs and substances in the 
It is 


of various toxK 
causation of leukaemia has been considered 
known that prolonged or excessive low-grade 
lead to the development of 
with 


irradiation may 
leukwmia in 
radioactive materials 
recently that one of the sequela of the acute toxic 
effects other 
leucotoxi 
leukemie 

(f) As secondary developments in the course 
The develop- 


radiologists and workers 


It has also been observed 


following sulphonamides and 


drugs has been to produce acute 


of other diseases of the blood 
ment of leukwmia is known to occur, 


most commonly after toxic agranulocytosis and 


perhaps 


polycythemia 
The differential 
phatic leukwmia from infectious mononucleosis 
should not offer difficulty. The blood count and 
sternal marrow puncture will immediately dis- 
nature of the condition. The 
leukg@mia are usually 


diagnosis of chronic lym- 


close the true 


leucocytes in lymphatic 
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raised to 100,000 to 150,000 per c.mm., but in 
the early stages they may be less, of the order of, 
Say, 30,000 to 100,000. There will be 


proportion of lymphocytes, often up to go per 


a high 


cent. with very few immature cells in the 
circulating blood, and usually a moderate degree 
of anaemia. In infectious mononucleosis (glandu 
lar fever) there is no anwmia, a moderate in- 
10,000 to 


crease im the total leucox ytes, Say, 


25,000, and an increase in the monocytes to 
varying degree. The marrow in leukaemia shows 
moderate numbers of large immature cells with 
an extensive proliferation of small lymphocytes, 
whereas the erythroblasts, granular white cells 
and megakaryocytes are reduced in numbers. In 
mononucleosis there may be little change in the 
marrow or a marked 


Clinically, in glandular fever the symptoms are 


increase in monocyte 


usually an acute onset of pyrexia and post 
cervical glandular enlargement with a temporary 
increase in size of the spleen during the follow 
ing ten days. It is uncommon to observe pyrexia 
or simply post-cervical glandular enlargement 
in lymphatic leuke#mia, although all glands may 
be involved and splenomegaly be much more 
marked. Finally, it is unusual to find glandular 
fever in aged people 


J. F. WILKINSON, M.D., F.R.C.P 


Analgesic Drugs 

PROFESSOR ( \ writes In my artic 
Drugs’ (The Practitioner, May 
I stated that N-acetyl-p-amino 


KEEL} 
on Analgesic 
1953, P. §15), 
Phenol ‘is also probably responsible for the 
formation of methemoglobin, which occasion 
acetanilide 


ally follows the administration of 


and phenacetin’. This was the view originally 
proposed by Heubner (1913) and supported by 
F. Bernheim (‘The Interaction of Drugs and 
Cell Minneapolis, 1942). It has 
however, been shown by L. \ 
D. Lester (J. Pharmacol., 1947, 90, 150) and 
by B. B. Brodie and J. Axelrod (/hid., 1948, 94, 
29) that in man N-acetyl-p-aminophenol does 


not cause methaemoglobin formation 


Catalysts’ 
Greenberg and 


Retrolental Fibroplasia 

Mr. J. H 
‘retrolental fibroplasia’ (The Practitioner, 
458) I stated that ‘Brown and Corner 


In my article on 


May 


Doggart writes 


1953, P 
report 

(an iron-containing 
but more evidence is needed 


encouraging results from “‘neoferrum’ 


preparation) administered 


in daily doses 
before this method can be proved beneficial’ 
Dr. Brown and Dr. Corner inform me that 
‘neoferrum’ is used as a routine diet supplement 
in the care of all premature babies and that they 
from its use im the 


do not claim any benefit 


treatment of retrolental fibroplasia 
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Thyroidectomy in Thyrotoxicosts 

Ir is the practice of the Goitre Unit at the New 
I nd Hospital, 
surgery for practically all cases of 


Hampstead to recommend 


goitre. One 
unselected thvroidec 
from this 
Lange (British 
40, 544) These 
ages of the patients ranged from 14 to So years, 


thousand consecutive 
unit are reviewed by M 


May 


included 781 toxic cases 


tomes 


Journal of Surver 


Pregnancy 
16 of the 


patients in this series were pregnant at the time 


and g10 of the patients were females 
is not considered a bar to operatior 
of operation and 
their 


none gave rise to anxiety as 


regards pregnancy Preoperative treat 
ment consisted of Lugol's iodine for three weeks 
and of thiouracil 


in the ‘minimally toxic’ cases 


and todine in the more toxic cases. Of 274 cases 
prepared with thiouracil and iodine, toxic re 
actions to thiouracil occurred 
fatal 


general 


in 29 Cases, Two 


of which were All patients were operated 


on under anawsthesia Patients were 


usually discharged from hospital on the seventh 
having been allowed 


I'he 


‘ olle« thon, 


to ninth postoperative day 
the third day 


complication Wil 


up on second of most 


common serum 
Ihe re 


vhich re sponde d 


which occurred in 179 were 17 


cases of transient tetany, all of 


to large doses of calcnum lactate. ‘Temporary 


paresis of the recurrent laryngeal nerve occurred 
in five and permanent damage in three 


in all the 


causes, 


involvement was unilateral. ‘Ten cases 


became septic, but responded promptly to 


chemotherapy. Seven developed pulmonary 


complications, but yielded to ‘routine treat 


ment’. Three developed postoperative eczema 


and urticaria: ‘this was thought to be due to the 


use of a sulpha and penicillin powder on the 


wound. Since this practice was discontinued 


there have been no further cases There were 


the 
and the 


deaths in the 14 


Q86 


ten series hive among 


malignant cases remaining five im 


non-malignant goitres 0.51 per cent 


Heparin in the Treatment of 
Angina Pectoris 


SATISFAC 


rory results from the admunistration 
of heparin in the treatment of angina pectoris 

Donzelot and 
H pilaux, May 


heparin 


in §3 patients are recorded by I 
his colleagues (La Semaine des 
10, 1953, 29, The 


mg. given twice weekly by 


1549) dosage of 


the intra 


the 


was 25 
route. In the 
effect ot 


three weeks and is maintained so long as treat- 


venous majority ot cases 


beneficial treatment appears within 


ment is continued. As a rule, treatment has 


to be continued indefinitely. In cases which 


respond satisfactorily, it 1s sometimes possible 


to reduce the individual dose to 10 or 1S me 


or, alternatively, to sub 


This 


used for short periods 


give 25 to 50 meg 


cutaneously latter procedure, however 
If there 
t with 


this 


should only be 


is no response after three weeks’ treatmer 


heparin, it is usually advisable to 


method of 


give up 


] 


treatment, although occasionally an 


may successful 


the fact 


alteration in dosage 


Emphasis 1s laid 


prove 


upon that the relief 


obtained with heparin must not be made an 


for the patient leading a more energetx 


to lead a 


excuse 

lite. He 

possible 
In the 


author 


must continue quiet a life as 


series of 53 patients treated by the 


satisfactory results were obtamed im 


approximately 70 per cent. of cases In three 


cases the angina was associated with aortn 
excellent results were 
able to di 
trinitrin. Of 41 
effort 


whom 


stenosis, and in all these 


obtained and the patients were pense 


with the use of patients with 


classical angina of which re ponded to 


trinitrin, and in exercise produced 


typical electrocardiographic changes, 24 re 


ponded well to heparin and were able to do 
without trinitrin. Only two of four patients with 
block 
were improved. Of 15 cases in which the angina 


sequel of myocardial 


angina wsociated with bundle branch 


infarction, eight 


correlation was 


was the 
consistent 


effect of 


the coagulation of 


responded well, No 


noted between the heparin on the 


anginal attacks and on the 


blood 


Treatment of Pernicious Anaemia 
by B,. Inhalation 

Because of the 
and the 


ineffectiveness of the oral route 
practical disadvantages of the intra 
muscular route R. W. Monto, J. W. Rebucl 
and M ] Brennan { Journal of the 
Vedical Sciences 225, 113) ce 


cided to in ible \ 


Imerican 
February 1983 
ilue of im 


his 


umemia. In 


estigate the po 
halation as a method of administering B 
they did in three cases of perniciou 
two cases cry 


7 


talline B was given in physio- 


log iline without a presen 


grams per ml. Initial it WAS gr ’ f 


a pressure tank and a ‘vaponephrin’ nebulizer 


} 


but in one patient it was later given by means of 


1 hand atomizer. In the third patient it was given 
dust 1000 «mucroyrams wt 


idmuinis 


as a 


volume of lactose powder 


aerohaler he first patient w 


inhalations of r 


login al 


ncroyram int 


saline for three week the mbhalations 


were then given thrice weekly for a month 


subsequently an inhalation of 100 microgram 
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in 1 mil. was given weekly. On the seventh day 
reticulocytosis of 21 
the next 


count 


there 
per cent., which rose t« 
fay On 
1,360,000 per c.mm 
5.92 At the end of treatment the red 
cell count 


of treatment was a 
44.2 per cent 
admission the red cell was 
and the hemoglobin was 
per cent 
was 4,680,000 per c.mm., and the 
hamoglobin was 14.5 g. The second patient was 
given six daily inhalations of 15 micrograms of 
B,, in physiological saline daily for six days and 
then thrice 


weekly for two weeks. The red cell 


count rose from 3,480,000 to 


4,400,000 per 
c.mm., and the hemoglobin from 12.1 to 14.2 g. 
The third patient was given daily in- 
10 deep in- 
for eight days, which produced 
Detectable 
amounts of B,, activity were found in the urine 
The 


results are 


per cent 
halations of B,, in lactose powder 
spirations daily 
a reticulocytosis of 22 | cent 
following the authors 
that 


inhalation of B,, 
‘although these 
they, of 


point out 


uniformly encouraging, course, con 
stitute only preliminary observations as to the 
efficiency of inhalation crystalline B,, treatment 


of pernicious anwmuia’ 


Thiopentone and Pethidine in 
Tetanus 


W. MeNeilly 
May 


seems to be the most suit 


ACCORDING to A. P. Grant and J 
(Irish Journal of Medical 


p. 212), ‘thiopentone 


Science , 


<2? 
195}, 


able barbiturate for intravenous therapy of the 


type required in the treatment of tetanic spasms, 


even of the most severe degree In combining 


with pethidine’, they add, ‘we 


follow the 


it successfully 


have attempted to principles of 
balanced anasthesia, whereby reduced doses of 
several drugs, rather than large doses of any one 
desired effects’ 


drug, are used to produce the 


They give details of a severe case, which eventu 
ally recovered, in which the 


this 


spasms were suc 


cessfully controlled in way. Thiopentone 


was given, as a 0.4 per cent solution in tsotonic 
solution, as an intravenous drip, with a two-way 
connexion to an alternative bottle of either 5 per 
normal saline. The drip was 


cent. dextrose or 


kept running continuously for ten days, using 


either the dextrose or the rormal saline as 


determined by urinary chloride determinations 
The thiopentone was given by the attendant as 
required to control spasms. It was found that 
produced adequate 
and that 


20 drops of solution for three minutes 


1 gramme of thiopentone 
sedation over periods of seven hours, 
usually 
would produce relaxation for forty-five minutes, 
‘These 
when other emergencies or therapres produced 
Pethidine 


rates were doubled, however, at times 


stimulation’ was given 


The 


intravenous route of 


excessive 
intramuscularly —100 mg six-hourly 


authors consider that the 


PRACTITIONER 


administering thiopentone ts ‘capable of 


One could turn on the drip and stop 


great 
control 
spasms as they arose, or continuous anasthesia 
could be produced if necessary. Nursing staff 
students able to 
of the 


used to the 


and resident medical were 


control 


had 


maintain finger-tip patient in 


safety when they become 


method’ 


Vegetable Juices in Health and 
Disease 


‘THE nutritional status of vegetable juices has 
been investigated by H. E. Magee (Vonthl 
Bulletin of the Ministry of Health, April 1953, 12, 
78). His 


constituents 


analysis of some of the commoner 


vielded the following results (the 


figures in brackets represent the figures for the 
corresponding vegetables) 


Tota 
sugars 
as 
glucose) 
grams 


Broccoli 
leaves 
(Cabbage 
Carrots 
Celery 
Kale 
Melon 
Parsley 
Spinach 
Tomato 
W ater-cress 


Very little carotene or vitamin C was found 


in any of the juices. Only carrot and water-cress 
juice contained significant amounts of carotene 
and 2.0 mg. per 100 ml. respectively), 


kale 


content (46 mg. per 100 ml.). The reaction of all 


(6.3 


whilst only juice retained its vitamin C 
the juices examined was close to neutrality, and 
many had a high buffering capacity, comparable 
to that of milk 
the juices suggests that they might be valuable 


Attention 


The high buftering capacity of 


in the treatment of hyperchlorhydria’ 
is drawn to the fact that vegetable juices als« 
amounts of minerals, and 


contain significant 


there is‘recent evidence that some of them con- 


tain appreciable amounts of certain of the 
essential amino-acids 

Although ‘they are quite clearly protective in 
function’, it 1s concluded that ‘for the healthy 
person vegetable juices can hardly be regarded 
whole vegetables and their 


diet 


as a substitute for 


place in the normal would seem to be 
merely as an appetiser or cocktail’. On the other 
hand ‘from the evidence available it would seem 
that vegetable juices can play a useful role in a 


general rather than a specific sense in the treat 
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ment of some degenerative, metabolic and 


gastro-intestinal diseases and in toxe#mia and 


febrile states, or any other conditions in which 
the ingestion of a large bulk of vegetable material 
The 


that good results are to be expected from large 


is contraindicated evidence indicates 
daily) in the 
But 


treatment of 


amounts of juices (up to 1 litre 


treatment of peptic ulceration they have 


also given good results in the 


diarrhea, colitis and toxemia of gastro 


intestinal origin’ 


Penicillin in Yaws 
Tr 
fectious 
are recorded by 5S 
(Bulletin of the 

1953, 8, 55) 
carried out in Haiti, involved 636 patients. The 


results obtained in the treatment of in- 


yaws with one injection of penicillin 
Levitan and his colleagues 


World Health 
The investigation, 


Organization, 
which was 
preparation used was procaine penicillin G in 
oil with 2 per 
(PAM), 
muscularly 
three groups 


cent. aluminium monostearate 


and the was intra 


The 
358 treated during the first four 


injection given 


patients were divided into 


months were given 2 ml. of a preparation 
which blood 
levels; during the next two months 221 patients 
pre 


this 


failed to maintain satisfactory 


received the dose of a satisfactory 
57 patients 


preparation 


same 
paration; were given 1 ml. of 
latter 
all members of the families treated were given 
The 


days. Of the 


As a prophylactic measure, 


300,000 follow-up period ranged 
trom 31 to 340 
with 2 ml. of 245 
were observed for six months or more following 
treatment and, of these, 31.8 per cent 
had a 


drop in titre’. Only 16 of the patients receiving 


units 
patients treated 
‘unsatisfactory’ penicillin, 
reverted 
to negative and 60.4 per cent significant 


2 ml. of the ‘satisfactory’ penicillin were 


observed for three to six months and, of these, 
showed 


13.4 per cent. and 62.2 


a significant drop in titre 


were negative 
‘Twenty-eight of the 


patients receiving 1 ml. of penicillin were 


observed for three to six months and of these, 


21.4 per cent. were negative and 57.2 showed 


a significant drop in titre Summarizing the 


entire series, and analysing according to stage 
of the disease, the following results are recorded 
among those observed for six months or longer 


‘clinically and serologically satisfactory results’ 


were obtained in all of the 10 cases of primary 


yaws, in 90.5 per cent. of the 169 cases of 


and in* 89.7 per cent. of the 
‘The 


was the 


secondary yaws, 


116 cases of ‘wet crab authors conclude 
that 600,000 


dosage employed, this series of cases does not 


since units maximum 


establish the optimum treatment of yaws 
However, we feel that for 


treatment 600,000 units are adequate.’ 


Purposes of mass 
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Climate and Myocardial Infarction 
IN the 
produced to show that im the northern parts of 
the | 


creased 


past, considerable evidence has been 


nited States of America there is a de 


frequency of acute myocardial intarc 


tion in the summer, and an increased frequency 


months. Various reasons 


this 


during the winter 


have been advanced for increased winter 


frequency, including: (1) the increased fre 
quency of respiratory infections, (1) an increase 
in body metabolism in the colder months, (1m) 
the possible efiect of vasomotor reflexes caused 
The 
has now been investigated in Dallas 
H. 1} Heyer and his 
Heart Journal, May 1953 


daily 


by cold weather position in hot climates 


lexas, by 
colleagues (Ameriwan 
45, 74!) In Dallas the 


maximum temperature readings usually 


exceed os F. (a5 CC.) during July and August, 


whilst the winters are relatively mild, with 


average monthly minimum temperatures of 


around 35 F. (1.6 C.), and maximum tem 


peratures ot 54 I tt Ee yh ee 3 during January 


Relative humidity ts moderate. During 1946-51, 


1,386 proven cases of acute myocardial intarc 


were admitted to the three hospitals in 


and the 


thon 
Dallas, 


showed the 


monthly distribution of these 


highest frequency in July and 


August: there were 152 cases in July and 125 in 
August, compared with 110 in January and 100 
there 
July, 


winter 


in February. Divided according to seasons, 


were 3796 cases in the summer (June 


August), compared with 319 in the 


(December, January February) The im 


portance of very hot weather as a precipitating 
myocardial in 


that 


or predisposing factor im acute 
farction is discussed, and it 1s considered 
it appears probable that the profound physio 
logic adjustment that the patient must make to 


body 


strain on the 


preserve a constant temperature exerts a 


considerable organism and may 
act as an important precipitating tactor of acute 


myocardial infarction 


Treatment of 


Terramycin in_ the 
Actinomycosts 
Derails are given by S. I 
Journal of the 
March 21 


orotacial 


his col 
Imertwan Vedical 
1§1, 956) of seven 
whe h 
responded to treatment with terramycmn. ‘The 
hourly 


two to 1 


Lane and 


league 


Issociatior 1953 


proven cases ot actinomycosi 


dosage ranged trom 250 to 500 mg. six 


given over periods ranging trom 


weeks. Incision and draimage were carned out 


if indicated ‘since antibiotics must not be con 


sidered a substitute for adequate concomitant 


surgery and hygiene Ihe only toxic reaction to 


therapy was mild diarrhoea tor six days im one 


patient. Six of the patients were free of in 


fection when seen again after periods ranging 
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from six to eighteen months after discharge from 


hospital Ihe seventh patient, who initially re 
ceived only eight days’ treatment, relapsed three 


weeks later, but responded satisfactorily to a 


second course of treatment 


Aureomycin in Tick Typhus 
ACCORDING to B. P , (East 
Medwal Journal, March 1953, 39, 99), ‘in severe 
cases of tick typhus in adults, clinical response 


Harris Ifrican 


to aureomycin (I.ederle) in dosage of one 
gramme daily (as recently recommended by the 


This 


observation is based upon the findings in seven 


manufacturers) is usually inadequate’ 
cases of tick typhus treated with aureomycin. In 
20, 403), 
author reported a series of seven cases of tick 


a previous report (/hid., 1952 the same 
typhus successfully treated with aureomycin in 
a dosage of 2 grammes daily, to a total dosage of 
10 grammes. The purport of the investigation 
upon which the present report is based was to 
discover whether a smaller dose would be 
As a result of this second in 
that the 


dose should be 2 grammes daily, and that this 


equally effective 


vestigation, it is recommended initial 
hours 


total 


should be maintaimed for forty-eight 


hal ved, 


amount required per case is considered to be 


Dosage can then be and = the 


§ grammes 


Cortisone in Bell's Palsy 


SATISFACTORY 


results from the use of cortisone 
in early cases of Bell’s palsy are reported by 
H. H. Rothendler (American Journal of Medical 
Sciences, April 1953, 225, 358). “The rationale is 
assumed to be the 


ability of cortisone to relieve 


inflammatory reaction of 


sheath, 


the acute edema and 
the facial 
marked 
through the bony 
‘This 


function’ 


nerve and tts which cause 
nerve as if 


of the 


early 


compression of the Passes 


portion fallopian 
allows tor restoration ot 
Details are 


this 


aqueduct 
given of six cases 
The 


these patients ranged from 13 to 65 years, 


nerve 


successfully treated in was ages of 


and 


treatment with cortisone was instituted within 


a few hours to nine days of the onset of palsy 
which we 


The daily dosage of cortisone, Ss given 


either intramuscularly or orally, ranged from 


300 to 600 mg. given in divided doses at four 
or six-hourly intervals. This dosage was usually 
reduced slightly on the second or third day and 
then maintained at this level until almost com 
had taken place, when it 
The 


cortisone was continue d for ten days in one case, 


plete recovery 
tapered off 


Was 
gradually administration of 
for eleven days in one case, for twelve days in 
three cases and for fourteen days in the remain 


ing case. All the patients obtained full recovery 


PRACTITIONER 


of movement within periods ranging from ten 


to thirteen days. Details are also given of a 


seventh case which was not seen until the tenth 
this 
Was no response 


had 


showed no response to cortisone 


paralysis. In when first 


there 


day of patient, 


seen, to faradism 1. 


nerve atrophy already occurred—and she 


Cortisone and ACTH in Terminal 
(Cancer 

AccCORDING to A. A. Raab and 
(New York State Journal of Medicine 
1953, 53, 1333), in the treatment of inoperable 


his colle agucs 


June 1 


terminal malignant disease cortisone and 


ACTH have a definite place in the physician's 


armamentarium because they bring about an 


improved mental state, permit better nutrition 


allow for minimal narcosis in the control 


They 


patient with a hopeless neoplasm to maintain a 


and 


of pain have made it possible for the 


more normal existence for a longer period oft 


time’. Unless there was persistent vomiting, 


cortisone was given orally: 700 mg. the first day, 


200 mg. the second, and then daily 


When 


cortisone Was given 


100 mg 
possible . 
ACTH 


three cases in 


oral administration was not 
intramuscularly or 
parenterally. Details are 
all ot 
improvement in the 
outlook 


provement in 


given of 


which cortisone produc ed immediate 


patient's mental and 


emotional diminution of pain, im 


appetite and gain in weight; in 


one instance the patient was able to return to 


work 


ACTH in Status Petit Mal 
value of ACTH in the 
of epileptiform seizures in children is suggested 
in a preliminary report by A. C. Watt 
Jacobson (South African Medical Journal 
407). They details of 
aged 3 


THe possible treatment 
and 5S 
May 
9, 1953, 27, two 
both frequent 
petit mal attacks which had proved resistant t 


give 
children years, with 
all the known anticonvulsant drugs, and in both 
of whom ‘improvement was dramatic and main 
ACTH 


six-hourly, or 10 


tained’ following the administration ot 
The 
mg. thrice daily, which was gradually reduced 
The both 
before 


initial dosage was 5 mg 


electroencephalogram in children 


treatment was abnormal: one ‘suggesting 


scattered areas of abnormal brain activity 


whilst the other showed an epileptic 


child 


encephalopathy with epileptiform phenomena 


pattern 


The diagnosis in the first was ‘a leuco 


in the other it was ‘severe idiopathic epilepsy 


with status petit mal’. It is suggested that in such 
ACTH works ‘on the basis of an 
auto-antigen-antibedy 


cases as these 
reaction in the diseased 
brain tissue, or else as directly affecting epilepto- 


genic foci, biochemically’ 
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A Manual for Prac- 
STOKES, 
and 
Ltd., 


Price 


Clinical Investigation 
titioners and Students. By E. H 
M.D., CH.M., F.R.A.C.P. Sydney 
London: Angus & Robertson 
1953. Pp. 628. Illustrations 344. 
45 55- 

‘THERE are 

for students starting their instruction in clinical 

reflect the 
of a school; others reflect the particular view of 


many books which serve as manuals 


medicine. Some particular outlook 
an author. This book, however, must be num- 
To the 


majority of students, starting clinical work ts an 


bered among those of universal appeal 


exciting experience after the years of prepara- 
tion when some of the subjects studied must 
appear remote from the problems of clinical 
medicine, the study of for most of 
them, the purpose of their labour. Dr. Stokes’ 
book is an appropriate and attractive companion 


which is, 


studies; in it are discussed the 


taking and clinical 


for these early 


formal methods of history 


examination in clear and concise language. 
Special investigations are described where they 
are appropriate, but the emphasis remains on 
be obtained at the 


with 


the information which can 
The 
photographs, 
graphic 
reproduced. An exception must be made of the 


bedside. book is well illustrated 


skiagrams and electrocardio- 


tracings: all are well chosen and well 


colour plate which serves as frontispiece, for 
colour photographs must be 
reproduce the tints of argyria and Addison's 


very accurate to 


disease. 
The 


and is a great creet to printer and publisher 


whole volume is beautifully produced 


It is good to welcome this book from Australia; 


it deserves the success it no doubt will have 


among students, whilst there must be few 


practitioners who would not benefit from read- 
the craft 


ing again about the fundamentals of 


of medicine 


Anaasthesta, 
Musittn, 


7 hor ack 


The 


Principles of 
Past and Present. By W. W 


M.B., M.R.C.S., D.A., and L. ReENDELL- 
BAKER, M.B., M.R.C.S., D.A. Oxford 
Blackwell Scientific Publications, 1953. 
Pp. xvii and 172. Illustrations 217. 
Price 425. 

Hisrory is not a subject that appeals to every- 

least in anwsthetics, it has the 


one but, at 


fascination of being recent, and so far as 


concerned of almost 


Moreove r, 


study ot our 


thoracic work 1s being 


yesterday's news there is a great 


deal to be learnt from a fore- 


runners’ mistakes and discoveries, not least of 
which is the fact, made very this 


work, that 


apparent in 


many of our present contrivances 
are merely The that 
exists between some of the pictures with which 
this book is liberally illustrated suggests that 


present-day claimants of originality would do 


rediscoveries similarity 


well to study the literature-—and so far as 


thoracic anasthesia ts concerned this volume 


before publishing details of new inventions 


Here is the history of thoracic anwsthesia and 
an intriguing and exceptionally useful account 
it proves to be. The authors have specifically 
not written a book on anaes - 
thet that 


Readers must not open it with the intention of 


how to give an 


but one deals with principles 
discovering what anasthetic agent or combina- 
specific 
They should read it as a background, and an 


essential one at that, for the better understand- 


tion of agents to use for occasions. 


ing of what in 1953 may appear to many as an 
elementary and overstressed problem—the open 
Nothing further 


sum up the 


thorax could be from the 
truth 
admirably when they state 


assume that because squeezing a bag is a simple 


and the authors position 


Let no one readily 
measure, anawsthesia for thoracic operations 1s 
also simple, for behind that simple squeezing 
lies an accumulation of knowledge and experi 
ence of the physiology and physics of respira 
tion, the exchange of gases between blood and 
alveoli and the pharmacology of a number of 
drugs unused in clinical medicine tll a few 
years ago’. 

\ great 


knowledge is to be 


that accumulated 


found within the pages of 


proportion of 


this most recent addition to the library of good 
works. It will be of interest to a wider field of 


doctors than the small one of those who deal 


primarily with thoracic diseases 


Cortisone and ACTH in Clinical Practice 
By W. S. C. COPEMAN, O.B.F., M.D., 
r.R.C.P. London: Butterworth & Co 
(Publishers) Ltd., 1953. Pp. xi and 255. 
Figures 29. Price 25s. 

THIS is an exciting age when new therapeutx 

measures are being reported almost daily, and 

most of them are soon placed in our hands. In 

ACTH the excitement 

oppor- 


the case of cortisone and 
has been there but in this country the 
tunity of using these new preparations has been 
not so a plethora ot 


denied to most oft us, 


papers. It is this very frustration of our desires 
to try for ourselves, and irritation engendered 
amount of that 


overwhelming print 


this 


by an 


make concise and well-selected book so 





welcome. It deals simply with the biochemical 
and physiological background of cortisone and 
ACTH before passing to their therapeutic uses 
in not only the rheumatic and collagen diseases, 
but also in diseases of the eye, skin and blood, 
respiratory, endocrine and allergic dis- 
orders. It will provide sound answers to our 
patients whose half-informed questions derive 
quasi-medical 


and 


from an over-abundance of 
articles. All the sections are worth reading, but 
the reader must be prepared to face an occa- 
sional and unjustified split infinitive and other 


minor evidences of incomplete editing. 


Basic Principles of Cancer Practice. By 
ANDERSON NETTLESHIP, M.D., F.A.C.P. 


London: Bailliére, ‘Tindall & Cox, 19§2. 
Pp. xii and 398. Illustrations 106. Price 


545. 
‘Tus book, by the Professor of Pathology in the 
University of Arkansas, is designed as a guide 
to the relatively inexperienced among general 
practitioners and students, It comprises general 
sections on the pathology and effects of malig- 
nant disease and methods of cancer diagnosis, 
and detailed chapters on the special charac- 
teristics of the disease in different organs. To 
cover the whole range of malignant disease in a 
book of moderate size imposes obvious limita- 
tions, and indeed it is a general criticism of the 
book that in attempting too much it does 
nothing thoroughly. As an 
obviously not possible to cope adequately with 
«wsophagus, stomach, 


example, it ts 


cancer of the mouth, 
pancreas and colon, all within a single chapter 
ot 30 pages 

Subject to this limitation the book is well 
written and the recommendations are clear and 
explicit. American practice differs from British 
in some respects, and few in this country will 
agree with the condemnation of radiotherapy for 
cancer of the lip and tongue, or with such 
irresponsible that, early 
diagnosis, cancer of the prostate would invariably 


statements as with 


be curable. 


Compression Arthrodesis. BY JouN CHARN- 
LEY, F.R.c.S. Edinburgh: E. & S. Living- 
stone Ltd., 1953. Pp. xi and 264. 
Figures 208. Price 42s. 

DurinGc the Middle East campaign, when the 

evacuation of long-term cases to Britain was 

impossible, the author of this book designed a 

ready-to-wear walking calliper that was pro- 

duced in numbers by the base workshops in 

Cairo and played a considerable pagt in re- 

habilitating men recovering from gunshot frac- 

tures of the femur. ‘T'wo years ago he published 


PRACTITIONER 


a book on “The Closed Treatment of Common 


Fractures’ which reviewed favourably in 


these columns. His present book, ‘¢ ompression 


was 
Arthrodesis’, is equally stimulating. As in the 
former he produces a chain of ideas which are 
new and, as a group, revolutionary, but he asks 
us to accept them only after physiological 
reasoning, mechanical analysis, and direct ex- 
perimental proof. Having amply demonstrated 


proceeds to show how, by his 
methods apparatus, 
obtained more quickly and certainly in all the 
who like a fighter 


with Watson-Jones in 


his case he 


and his fusion can be 


Those bonny 
battle 
chapter six. ‘Those who can admire the ingenious 


main joints 


will enjoy his 
development of a new idea will appreciate the 


account of central dislocation arthrodesis of 
the hip in chapters seventeen and nineteen 
The illustrations are admirable and the whole 
book is produced to the high standard expected 
of Livingstone’s medical publications. If only 
as a mental stimulus every surgeon should buy 


‘Compression Arthrodesis’. 


The Work of Sir Robert) MeCarrison. 
Epitep BY H. M. Sinciair, D.M., with 
additional Introductory Essays by W. V. 
Aykroypb and E. V. McCottum. Lon- 
don: Faber and Faber, 1953. Pp. Iviii 
and 327. Price 30s. 

Mosr of us are such creatures of the cultural 

environment in which we live that we tend to 


forget the force of character and intellectual 
strength needed to break out of the 
When Bernard 


was in his prime, he profoundly shocked our 


current 
orthodoxy of thought Shaw 
parents. Now we accept his principles as com- 
monplace. ‘Thirty ago, a 
Epstein set up in Hyde Park in 
that it 
‘Today, 


years sculpture by 
London so 
was 


convention repeatedly 


paint. 


horrified 
daubed 
versally 
public health 
series of vitamins is known, their biochemical 


with nutrition is uni- 
recognized as an 


The chemical constitution of a 


important factor in 


functions are in many instances understood and 
their significance in the prevention of deficiency 
diseases of many kinds accepted. When Sir 
Robert McCarrison entered the Indian Medical 
Service in 1901 none of this was so. He lived 
in another world. His greatness depends on the 
fact that he saw the importance of the newer 
knowledge of nutrition and had the genius to 
transform the empty room in the Pasteur Insti 
tute of Southern India, which he was given in 
1918, into the Nutrition Research Laboratories. 
Coonoor, of 1929. 

This book is published as a mark of respect 
to Sir Robert McCarrison 
fifth birthday. The bulk of it is made up of 


upon his seventy 





REVIEWS 


him between 1yo2 and 


three 


papers published by 


1933 on such diverse topics as the day 


fever of Chitral’, goitre, ‘stone’, and beri-beri, 


besides reports of a number of the nutritional 
researches upon which his 


rests. Dr. W R Avkroyd 
MecCarrison as Director at 


fame principally 


who succeeded 
(oonoor, contri- 
butes a review covering much of the work done 
there im Professor | \ 
McCollum has written a graceful tribute to the 
As editor, 
self- 


quail at a 


recent vears, and 
significance of McCarrison’s studies 


Dr. H. M 


and 


Sinclair is perhaps unduly 


effacing weaker vessels may 


chapter 125 pages long, but he himself contri- 


butes a well-informed prologue which reviews 


succinctly McCarrison’s researches in the light 


of present-day knowledge 


Clinical Lectures (Klinische 
By Pror. W. STOERCKEL. 
Georg Thieme Verlag, 
and 74. DM 5.70. 


| ‘orlesungen). 
Stuttgart: 


1953. Pp. vin 


At the request of his former pupils, Professor 
Stoeckel has published in this small volume four 
examples of his clinical lectures. ‘These are more 
of the didactic type than of the style of those 
delivered from the They all 
however, to the treatment of the patient and the 
practical points and difficulties of diagnosis. The 
lectures were different 
aspects of obstetrics and gynaecology and range 
hemorrhage to 


bedside relate, 


chosen to exemplify 


therefore from 
uterine carcinoma and aspects of fertility and 
infertility. To the in- 
terest in gynaecological urology he devotes one 
The content of 


antepartum 


demonstrate author's 
lecture to pyelitis of pregnancy 

the lectures 1s particularly 
would the author claim this to be 
give the position in each subject from the ex- 


not original, nor 


so, but they 
perience of an authority and provide an in- 
teresting slant on Continental thought. 
On the Social Frontier of Medicine. By Iba 
M. Cannon. Cambridge, Mass.: Har- 
vard University Press; London: Oxford 
University Press (Geoffrey Cumberlege), 


1952. Pp. xiv and 273. Price 315. 6d. 


Muss CANNON is one of the of what 


this country 


pioneers 
describe as hospital 


that 


we m would 


she jomed the 
Massachusetts 


next thirty- 


almoners. It was in 1906 
social service department at the 
General Hospital, Boston. For the 
nine years, for thirty-one of them as head of the 
department, she was the life and inspiration of 
a department which rapidly became the model 
other leading 


In this charm 


for all such departments in the 


hospitals in the United States 


ing, if somewhat disjointed, book of remuinis 
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cences she gives a vivid picture of the difficulties 


with which she and her fellow-social-workers 


had to The 
the American profession in the early years of 


than 


contend rugged mdividualism of 
suspicious of 
both thei 

the 
dith 


detailed im 


the more 
the 


private 


century was 
workers on 


the 


inroads of social 
secrecy of 


How 


viv idly 


practice and on 


doctor-patient relationship these 


culties were overcome 1s 


these pages. ‘The book is one which will appeal 
to, and should be read by, all who are interested 
the 


In his foreword, Professor J. H 


social 
Me an 


a central 


in the integration of medicine and 


services 
will come to eccupy 


the 


predicts that it 


enduring literature of 


and position ww 


medical social service 


Born to Live. By Eten Hart 
Victor Gollanez Ltd., 1953. 
Illustrated. 6d. 


Henry Dunant, the subject of this biography, 


Man 
London 
> — a 
Pp. 371. Price 22s. 


fascinatingly complex personality. As 
the Red Cross he has a permanent 
history Although he 
received international recognition for his work, 
Nobel Prize, 
life 


from his native 


Was a 
founder of 
niche im ultimately 
including the he spent the greater 


part of his wandering about Europe, a 


fugitive Geneva from which he 
was expelled as an undischarged bankrupt who 
had lost millions of francs in speculations im 
Algeria. For years his only source of income was 
the 
thropic societies for what was little more than 
hack work, and gifts from affluent members of 
European society (usually ladies) who took pity 
Here the 
enthralling biography. Unfortunately 
is neither a Lytton Strachey 
Sadleir. The facts are all here, 
been synthesized into a living picture of 


monies he received from various philan 


material for an 
Muss Hart 

Michael 
but they have not 
the 
his 


on him was all 


nor a 


between 


titles 
humanitarian 


tormented soul who was torn 


Calvinistic upbringing, his love of his 


business proclivities, and his 


instincts 


NEW 


Climceal Electrocardiography, by David Schert 
and Luann |. Boyd, M.p., &.A.C.P., 
(William 
425.) has 


considerable 


EDITIONS 


M.D., F.A.C.P., 
edition Heimemann 


L.td., 


and 


fourth 
Books) 


revision 


in its 
(Medical 
thorough 
ment. It still remaims one of the best guides to 
the nlike 
so many other books on the subject it presents, 
list of facts 
electrocardiography, 1m 
afraid to give their 
wherefores of the 


unde rgormne 
enlarge 


subject in the English language. | 


not a mere and figures, but a 


reasoned review of 


which the authors are not 


own views on the whys and 





220 THE 


debatable which trouble the 
souls of electrocardiographers. ‘Throughout the 
book the 
stressed, but the more academic and theoretical 
aspects are not ignored. A refreshing feature of 
the book is the attention which is 


British and European workers 


more problems 


clinical aspects of the subject are 


paid to 
an increasingly 
rare phenomenon in modern American text- 
books. For the clinician who wishes to under- 
stand the modern applications of electrocardio- 
graphy there is no better book than this ‘prac- 
textbook’—-to use the 


tical, semi-advanced 


authors’ own accurate, if somewhat uncouth, 


description. 


Tuberculosis, by W. Pagel, M.p. 
F. A. H. Simmonds, M.p., p.p.n., and N. Mac- 
donald, M.8., M.R.C.P.ED. (Oxford University 
Press, 84s.). This is the third edition of Kayne, 


Pulmonary 


Pagel & ©’Shaughnessy's well-known textbook, 
the last appeared in 1948. 
There are The first, on 
pathology, describes the tubercle bacillus and 


edition of which 


five main sections. 


the basic pathological changes that it causes, 
the resistance of the host, and modern views on 
The 
second section, on diagnosis, discusses clinical, 
other 


the evolution of the disease in man. 


radiological and methods and 
presents the 
pathological descriptions. Both these sections 


illustrated by 


special 
clinical counterpoints of the 


are well excellent figures and 
many case-histories. The third section, on prog- 
nosis, is a little confusing and is still weighted 
by figures derived from the pre-chemothera- 
peutic era, but it forms a useful preface to the 
longest section of the book, on management, in 
which treatment, both 
surgical and medical, are fully reviewed, but 
without technical details of major surgical pro- 


cedures. This section will be of great value to 


modern methods of 


the practitioner, especially the discussion of 
the general management of the patient in his 
home environment. Unfortunately, 

which into increasing use, 
only brief mention. Although guarded approval 
is given to the recent decline in popularity of 
artificial technique 
maintenance are given in great detail as are the 


isoniazid, 


is coming receives 


pneumothorax, its and 
indications for, and techniques of, other forms 
of collapse therapy, whilst postural treatment 
Only the last 


only mention 


fifty pages of the book are devoted to epidemio- 


receives passing 
logy and prevention. This section is admirable 
so far as it goes, although some may feel that 
BCG little 
and the practical problems of preventing so 


vaccination is a overemphasized, 


serious a preventable disease as tuberculosis 


are not discussed with the same detailed care 
as is devoted to the pathology and treatment of 
established disease. 


PRACTITIONER 


Van and 


Lawrence M.D 


The Sulphonamides and Antibiotics in 
Animals, by |] Stewart 
M.S« 


M.R.C.P., and John Francis, 


is the second edition (H. K 


M.R.C.V.S., 
Lewis & Co. Ltd 

42s.) of Dr. Lawrence's “The sulphonamides it 
theory and practice’ which was published in 
1946. In this edition it is practically a new 
book. The scope has been widened to include, 
not only the antibiotics, but also the sulphones, 
PAS 


veterinary, as 


the thiosemicarbazones and isoniazid, 


and to cover well as human, 


medicine. Professor Francis has written the 


chapters on veterinary medicine, the sulphones, 


the thiosemicarbazones, and leprosy Ihe 
chapter on diseases of the eye has been com- 
pletely rewritten by Professor Arnold 
and Mr. Philip Scott has revised the chapter 
on diseases of the ear, nose and throat. As in 
the first book is 


hensive than selective, and will be of value to 


Sorsby, 


edition, the more compre 
those who want a quick reference book. Some 
of the statements are rather surprising, such as 
the one in the chapter on leprosy that ‘aureo- 
mycin produces healing of the skin and mucous 
membrane lesions and a decrease in the number 
of bacilli. ‘The 


produced by the sulphones’ 


similar to those 
The 


use trade names rather than official or approved 


results seem 


tendency to 


names is also unfortunate 


Arnold 


fourteenth 


Berkeley's Handbook of Midwifery, by 
Walker, C.B.E., F.R.C.S., F.R.C.O.G., 
edition (Cassell & Co. Ltd., 15s.). Written for 
pupil-midwives and midwives, this work could 
well be an introduction to midwifery for medical 
Always a book that 
to essentials, the 


students. confined its 


subject matter author used 


dogma wherever possible. Although much has 
required revision the new editor must be con 
efforts—a 


gratulated on the results of his 


thoroughly good job. 


Arthur C. H 
third edition (] 
Pocket 
their 


A Pocket 
M.B., F.R.C.S., F.R.C.O.G., 
Churchill Ltd., &s. 6d.) 
often be criticized for 

simplification, and for the presentation of facts 
in listed This little textbook 
avoids all these pitfalls. It is written in 


Bell, 
& A. 


editions can 


Obstetrics, by 


omissions, over- 


form. excellent 


“a ¢ le ar 


bold style and includes a wealth of material not 


always adequately described even in much 


larger textbooks. Both undergraduate and prac- 


titioner will obviously find it of considerable 


value 





The contents of the September number, which will contain 
a symposium on ‘Clinical Pathology’, will be found on 
page Ivui at the end of the advertisement section 





Notes and Preparations, see page 221 
Fifty Years Ago, see page 227 
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TREATMENT 


A urinary antiseptic with 
which there 1s no danger 
of drug-resistance. With 
an antibacterial potency 
of about the same order 
as streptomycin and the 
sulphonamides, 

* Mandelamine’ is one 
of the most useful drugs 
in the treatment of 
urinary-tract 


infecuions. 


Each enteric-coated t 
: 


CONTAINS 0-25 £ gr 


methenamine mandeélate 


“MANDELAMINE’ 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE 


MANDELAMINE ' AND *‘ PYRIDI ARE THE REGISTERED TRADE MARKS OF NEPERA CHEMICAL CO 


MUAP73 





URINARY TRACT 
INFECTION 


RELIEForSYMPTOMS 


The analgesic of choice for 
relieving the perticularly 
distressing symptoms 

of urogenital-tract 
irritation. Its action, 
being localized in the 
mucosa of the tract, causes 
none of the depression 
associated with narcotics 
and general sedatives. 
Rapid in taking effect, it 


brings a full sense of relict 


PYRIDIUM’ 


LONDON, 5S.E.5 


ING 





THE PRACTITIONER 



































NEW PRODUCT 


DIBISTIN CREAM 


(1% Antistin with 1% Pyribenzamine) 


The double antihistamine in a form for local 
application in the treatment of allergic and 


pruritic skin disorders 


Rapidly relieves itching and irritation 


Dibistin tablets are available to supplement 
local therapy in severe cases and for other 


allergic disorders. 


Tubes of loz. - Jars of 1 Ib. 


53 cl 


CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 


Horsham 1234 lelegram 





























NOTES AND PREPARATIONS 


NEW 
‘ActTipit.” is a 


PREPARATIONS 
rapidly 
effective for 


acting antihistaminiw 


which 1s said to be about twelve 


hours. Its chemical constitution is trans-1-(4- 


methylphenyl) - 1 - (2° - pyridyl) - 3 - pyrrolidino 
Issued im 2.5-mg. 


bottle ot . 


propylene hydrochloride 
tablets, in 
Wellcome & Co., 183-193 


London, N.W.1.) 


scored (Burroughs 


Road, 


Euston 


BipROLIN’ tablets contain dehvdrocholic acid, 


and choline, 2.5 grains as choline 
tablet They ire 


1.9 wrains, 
bitartrate, per claimed to 


combine the powerful hydro-choleretic action 
of dehydrocholic acid with the potent lhipotropi 
They ire 
( omplete obstructton 


bile duct 


action of choline’ indicated in the 


treatment of biliary stas 


of the hepatic duct or the common 


ind severe hepatitis are contraindications 


Issued in bottles containing 5 100, 500, and 


(The Armour 
London, k.C.1.) 


tablets | aboratories, 


1000 
Lindsey Street 
GRANEODIN’ omtment contains 2.5 mg. of 
drochloride) and 0.25 
intended for the 


neomycin (present as hy 


mg. of gramicidin. It ts treat 


ment of superficial bacterial infections of the 
skin eve and ear I ucd m 
(E. R. Squibb & Sons, 17-18 Old Bond Street, 


London, W.1.) 


tubes of 1¢ v 


MIXTAMYCIN’ is a mixture of equal parts of 


treptomycin and dihydrostreptomycin It 1 
less tox than but to have the 


effect a 


claimed to be 


same therapeutx either imgredient 
ued in vials contaming the equivalent 


(The Distiller 


Speke, Liverpool 


ilone. I 


of 1 gramme, in boxes of 5 vial 


Company (Biochemicals) Ltd 


tetranitrate 


Nive ARDO! 1 pentact 


>-bis-dihvdroxymethy! {-proy indiol tetra 


nitrate). Its aid to be a erated coronary 


isodilator’ with a more prolonged on than 


| mptomatic 


trinitri and to prive 


ind improve ex ylerar l 


prolonge 
sued in 
r. scored tabl o 100 and 
tablet ver Africa 


my 
1000 
House, Kingsw 
NOTES 
Drops are now a 


PHARMACEUTICAI 
nicon Eyt atlable 


olution (1. 


i1LORAMPHE 


1000 stabilized aqueou 


in a 4 per 
The advantage claimed for this 


ented in a 


4 mg. per ml.) 


preparation ts that it ts pre olution 


ready for immediate use, and need not be pre 


pared or diluted extemporaneou Issued in 


bottles of > ml. containing 20 mg. of chloram 


Laboratori 


NW 10.) 


phenicol, with dropper. (Roussel 


Ltd., 843 Harrow Road, London, 


Nie di al 


that thev now have 


INSULIN. —Evans Supplies Ltd. an 
nounce 


Novo 
Medical Suppl 


available supplies of 
(unmodified). (Evans 


ye ke . 


brand imsulin 
Ltd Liverpool 19.) 
BRITISH EMPIRE CANCER CAMPAIGN 
IN proposing the adoption of the annuel report 
British 
umpaign last month, Professor 
Haddow, Director of the Chester 
Institute Royal Cancer Ho 


optimism 


it the thirtieth annual meeting of the 


I mpire Cancer ¢ 
Alexander 
Beatty Re 


xpressed cautiou 


earch 
pical c concerning 
Although many 
ind puzzles have still to 
difficulty have 


fundamental 


the future of cancer research 
biological par idoxes 
fantasti 


be solved, and many 


yet to be overcome, the reat 
startling sim 


More than half 


twentieth century, after fifty 


principle almost certainly of 


pleity, are sure to emerge 


way through the 


vears of cancer research im its modern nse 


ind after thirty vears of concerted and ever 


effort by the Campaign, it eem 


intensifving 


that we are now at last ipproa hing “‘the end of 
the beginning 

Lord Horder announced that the result of the 
ent to general practitioner 


to the desirability of the 


recent questionnaire 
soliciting their views a 
Campaign imitiating a campaign for the edu 
tion of the ubject of cancer 


howed 


whilst 2.683 


public on the 
that 2,148 favoured such a campaign 


were against it. It has therefore 


been decided to take no action in the n 
for the present. (British Empire ¢ 
C;rosvenor Cre ent Livck Par 


S.Was 


ittet 
incer Can 
paigt il 


Corner. Londor 


ROYAL, DUMERII 
wt of the Crichtor 
vhich cove 


there 


CRI 
Tu it 


Mental Ho pit il 


HTON 
innual rey 
Dum ri 

t during the \ if 
st 1,001 d irae ind 1 


end of the vear the number 


At the 
in the S3zi certiln 1 patient 


During 


pertormed, t 


ho pital “wa ) 


6758 oluntary patient 


43 leucotom«t were 
" 


were rostra operation 


235 patient leucot wn red one 


«3 
previou howed that ‘tully one 
vhom 


gaintully employed, while a 


discharged socially recovered ot 


majority were now 
further third were ery much improve 1 though 


nll requiring cor tinue j upervision in ho put il 


Most of the 


‘ hizophre nics 


operated on were long 
who had failed to re 


methods of 


patients 
standing 
treatment 


pond to all other 


CONTINUED ON PAGE 222 
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(E.C.T.) is 


choice in the 


Electrical convulsive therapy con- 


sidered to be the treatment of 
involutional 


therapy in 


manic-depressive disorders and 


melancholi and insulin coma 


echizophrenia. Attention is drawn to the risks 
thiopentone as a pre- 


Roval Mental 


involved in the use of 
liminary to E.C.T. (Crichton 


Hospital, Dumfries.) 


BRITISH EPILEPSY ASSOCIATION 
‘THe second annual report of the British Epilepsy 
Association, of the Medical Advisory Committee 
of which Sir Charles 


Increasing us« 


Symonds ts the chairman, 


covers 1952 is being made of 


the Association's advisory service by almoners 


and psychiatric social workers in dealing with 
Con- 


problems concerning epileptic patients 


sideration is being given to ‘a scheme to found 
a “Papworth” for epileptics where 


wished could live permanently with their wives 


those who 
and families and support themselves by inten 
market pig, 
keeping’. A Society 
industrial committee 


sive horticulture, gardening and 


bee and poultry Parents’ 
has been formed, and the 
of the Association is carrying out an investiga- 
tion into ‘what actually happens to the epileptic 
in industry’. (British Epilepsy Association, 136 


George Street, London, W.1.) 


PRODUCTION 


penicillin 


ANTIBIOTIC 


Financial Times, 


BRITISH 
ACCORDING to. the 
production in Britain 
record’ in April, with a weekly average output 
The 


1951, and 1950 were 


reached an ‘all-time 


mea units comparable 


1,296,000 


of 2,136,600 
fiwures tor 1952, 
mega units, 1,215,700 mega units, and 723,700 
The export figures for 
first 


just 


mega units, respectively 


penicillin salts and preparations for the 


four months of the year increased from 


units im 1952 to 17.5 
The re was a 
February this 


21s. 3d 


the comparable price in 1947 


over 12 million mega 


million mega units this vear 


further cut in price of 3s. od. in 


which brought the down to 


year, price 
per 5 mega unit 
was 105% 

source an interesting deve lop 


field’ 1 


From the same 
in the antiblotn announced, 
Boots Pure 


with an 


ment 
whereby Drug Co. has made an 
American 
make the 
extracted’, It ts 
output’ wall be 


make the 


company, 


broth 


arrangement 


Product to crude 


Cyanamid 
which aureomycin 1 


that ‘a 


trom 
substantial 
This 
L'nited Kingdom independent of the 
broth obtained from the 


exper ted 


reached by September will 
imported 


crude which 1 now 


United States 


PHOTOGRAPHY 


conference of the 


MEDICAI 
THe fourth Medical 


Group of the Institute of British Photographers 


annual 


PRACTITIONER 


Hall, | niversity of 
Leeds, on September 25-26, 1953. Full details 
can be had from Miss C. E. Campbell, Depart- 
Photography, St Hospital, 


will be held at Devonshire 


ment of lames’s 


Leeds 9 


FILM NEWS 
Film Revie: 


lication prepared by the Scientific Film Associa- 


Scientific is a new quarterly pub- 
tion and published by the British Film Institute 
It consists of critical appraisals of new films 
dealing with industry, agriculture, medicine and 
The 


tains full details of 17 


scientific subjects first (April) issue con- 


new films, including two 
Infection’ 


Film 


London, 


Cross- 


(Scientific 


medical Prevention of 
‘Care of the 


164 Shaftesbury 


ones 
and Colostomy’ 
Association Avenue 


W.C.2.) 


INTERNATIONAL CONGRESS OF 
INTERNAL MEDICINI 
Tue Third International Congress of Internal 
Medicine Stockholm 
September 15 to 18, 1954, under the presidency 


of Professor Nanna Svartz 


will be held in from 


The main subjects 


for discussion will be hypertension (patho- 


genesis and treatment), and mesenchymal 


diseases (common characteristics and _ their 


nature). 


MEMORIAL LECTURI 

Public Health and 
General \ Nl I 
Medicine, 


has been appointed Bengue 


BENGU! 
THe Royal Institute of 
Livgiene announces that 
Sicé, M.D.. Professor of Tropical 
University of Bale, 
Memorial Award 


the subject of which will be 


1953. The lecture, 
The 
therapeutics in the course of the last few vears’ 
Lecture Hall of the 


London, W.1, on 


Lecturer, 
evolution of 


will be delivered in the 


Institute, 28 Portland Place, 


October 14, at 4 p.m 


ACCIDENT PREVENTION IN THE HOM 
THe high incidence of accidents in the home is 


only now beginning to receive the attention it 


deserves, although wt 1s doubtful whether the 


public yet appreciate the terrifying contribution 
make to the 


which such accidents mortality 


espec sally 


One of 


and morbidity rates of the country 


among young children and old peopl 
the most useful contributions towards the 
just been pub 


lecident 


alleviation of this problem has 
torm of a booklet entitled 
lid in the Home 
Royal Hospital for 
Edinburgh. This 
illustrated booklet is an 


lished in the 
Prevention and First compiled 
surgical stafi of the 
Children, 


and 


by the 
Sick 


produced 


admurably 
out- 
standing example of how to educate the publi 
in matters of health. Written in simple language 


it explains how accidents happen in the home 


CONTINUED ON PAGE 224 
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(@@ Broad-spectrum antibiotic 
men Of choice in surgical infections 


such as:— 
is peritonitis 

preoperative prophylaxis 
bowel surgery 
contaminated wounds 
and other conditions met tn 
surgical practice when due to 
the broad range of Terramyci 


sensitive organisms 


erram) 


because 
PROMPTLY EFFECTIVE 


‘Unexcelled "’ for the preparation of patients for 
a pronounced 


cin 


IfMical 


measures on the bowel, Terramycin also ha 
effect on the bacterial flora “* evident after 36 to 48 hours of 


therapy.” 


WELL TOLERATED 
Typical of clinical reports is the conclusion that Terra 
mycin “ has not exhibited toxicity, and side-effects have not 


constituted a problem in therapy.”” 


Terramycin can now be used for all suitable conditions 
in Hospitals in Great Britain, and a complete range of 


oral, intravenous and topical dosage forms is available. 


——————_—__— 


REFERENC 
Arch t. Med. 86.649 (Nov) 1950 


2. New York State |. Med. 50:2173 
peprt.'5) 1950 


Full literature is available and will be supplied on request 
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how they can be prevented, and what to do 


should be in the 
hands of every mother of young children, and 


should they occur. A copy 
we would strongly advise every practitioner to 
that he 


personally to his patients. A further stimulus to 


obtain a copy so can recommend it 
its sale is that any profit resulting from its sale 
is to be devoted to furthering the investigation 
and treatment of children admitted to the Royal 
Hospital for Sick Children, Edinburgh, as a 
&S 


accidents. (1 Livingstone 


Ltd., price 1s. 6d.) 


result of home 


POCKET MEDICAL DICTIONARIES 
Blakiston’s Illustrated Pocket Medical Dictionary 
edited by Norman L. Hoerr, m.p., and Arthur 
Osol, pu.p. (H. K. Lewis & Co. Ltd., price 20s.), 
is a useful addition to the growing range of 
pocket medical dictionaries. An amazing amount 
of information has been packed into a com- 
mendably small space, without any sacrifice of 
type Forty-five 


older is the American Poe Ret Me dical Dictionary, 


clarity im and setting years 
the 19th edition of which has just been pub 
lished (W. B Ltd., price 
19s.). This has undergone radical revision, both 
Both 


these dictionaries can be recommended to the 


Saunders Company 


im contents and typographical design 
student or practitioner who wishes to possess 


a reliable, easily consulted and up-to-date 


medical dictionary 


PUBLICATIONS 
Black's Medical Dictionary, by J. D 
M.D., F.R.C.P.ED., and William A. R 


M.D., 1n its 21st edition has undergone careful 


Comrie, 
Thomson, 
revision. Even though it is less than two years 
since the previous edition was published, con- 
been found necessary 
ACTH, 


isoniazid, 


siderable additions have 
These 


dextran, ion 


include sections on antabuse, 


exchange resins, and 


procaine amide. These additions have been 


made without increase in the number of 


The 


an indication of the 


any 


pages continued need for new editions 1s 


useful function which this 


book subserves, and it is interesting to note 


that it is now forty it was first 


published. (A. & ¢ 


seven years since 
Black Ltd., price 30°.) 
St. Thomas's Reports, Vol. VIII of the second 
series, covers the same wide variety of subjects 
Most of the articles are 
clinical in their outlook, but there are two more 


as its predec essors. 


technical ones: one on ‘paper electrophoresis 


of proteins: principles and some medical 


applications’, and another on ‘the assessment of 
analytical review’ 
“the 


of cancer of the lip by irradiation’, 


respiratory tunction an 


Other subjects covered include treatment 
‘recurrent 


thrombosis of the hepatic veins’ and a review 


PRACTITIONER 


of the 
ment of tuberculous meningitis. (St 
Hospital Medical School, 
10s. 6d.) 


current status of isoniazid im the 
Chomas Ss 


London, S.E.1, price 


BCG Vaccination by Lydia Edwards, M.p., 
C. E. Palmer, M.p., pu.p., and Knut Magnus.-— 
Why does a vaccination programme 
successful in Denmark fail in another country? 
The results of research into possible explana- 
tions are given in this book. Not only 
recognized sources of error further investigated, 
such as variations between different vaccines, 
but unsuspected new factors were discovered 
research into the effect of the presence or 
absence of dead BCG organisms in the 
vaccine, for instance, produced surprising re 
sults. There is so much original work contained 
in this volume, though some of it is only at the 
preliminary report stage, that it should be read 
by every BCG worker H.M. Station 
ery Office 155.) 


which is 


were 


live 


(London 
pri ‘ 


The National Register of Medical Auxiliary 
Services. Speech The rapists This, 


Register of Speech Therapists, is now available. 


the 1953 


It will be supplied free to medical practitioners 
on application to the Secretary and Register, 
The Board of Registration of Medical Auxili- 
aries, ‘Tavistock House (North), Tavistock 
Square, London, W.C.1 


The Conception of Disease, its History, its Verstons 
Nature, by Walther Riese, This 
book of a hundred pages costs 26s. It deals with 
the 
Stoic and Platoni 
and metaphysic; it is a production 
sands of Arabia. The author 
idea-thinker 


and its M.D 


Various conceptions of disease from the 


to the ontologic, biographi 
scholarly 
and is as arid as the 
is obviously a concept- and with 
a wordy substratum, and only by straining and 
made to 
think 
There 


may be gold in these pages, but they are pre- 


uneasy reading can his concepts be 
yield the 


which we 


pictures in which most of us 


and can readily understand 


sented to us without art or humour, and will be 


classed with the tomes and tombs of philosophy 
and metaphysics; few practitioners unless they 


have been keen on and tired of crossword 


puzzles will have the patience or time to dig 
< 


for it. (New York 270) 


Philosophical Library 


The 
the title 


Home in the Hospital Service 1s 
of a report drawn up by a 


Reco ery 
joint-com- 
mittee of the Hospital 
Board and the lt Hospital 

The aim of the committee was to investigate the 


I iverpool Re gional 


nited Liverpool 


extent to which recovery homes could relieve 


the strain on 
their 


thereby 
their 


hospitals and increase 


efficiency and reduce over-all cost 


CONTINUED ON PAGE 226 
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Footnotes on 
f UNGOUS infe ctions 


PROPIONIC AND CAPRYLIC ACIDS, originally isolated from concentrated 
human sweat, have been shown to be actively hostile to the pathogenic 
fungi commonly attacking the feet. Wyeth research laboratories have now 
succeeded in preparing ‘Sopronol’ Propionate-Caprylate Ointment — an 
ideal fungicidal compound which penetrates the stratum corneum, reaching 


the deep-seated mycelia without irritation or sensitization of the skin 


Supplied in 1 oz. tubes 


Sopronal ...... ' Oz 


PROPIONATE -CAPRYLATE OINTMENT 


Wieth | 
JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON RD., N.W.! [Bye a) 
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to the nation, without detriment to the in 


dividual patient Although no very definite 
conclusion is reached, the report is packed with 
information, cogently reviews the pros and cons, 
and offer 


clusion is 


much sound advice. The final con 
that 


a place in the 


the recovery home probably has 
ho pital service, and po ibly a 
but it is not a 
olution to all the problems of the hospital 

(The United Liverpool Hospitals, 8o 
Rodney street 


valuable operational function, 
quick 
service’ 


La erpool 1.) 


The Vedical editor of 
The Medical 
of ‘The Medical Directory depends on the return 


recently been 


Directory 


Directory 


1954 The 
writes The accuracy 
of the annual s« hedule, which ha 
posted to members of the 


Should the 


medical prote ssion 
been mi laid I will 
upon request "The 
should be ent for 
tion. Communication hould be al 
Editor, The Medical Dire« 
London, W.1’ 


schedule have 


gladly forward a duplicate 


full name of the doctor 
identific: 


dressed 0 The 


tory, 104 Gloucester Place 


ATION 
Water 


Veans of controlling 


OFFICIAL PUBLIC 
The Fluoridation of Domestic 
North 
Caries is the 
Niisston 
States and Canada to 


fluoridation. ‘he 


Supplies im 
Dental 


Kingdom 


Imerica as a 
report of the United 
went to the United 
effects of 


members of the Mission were 


which last vear 
tudy the 
results and 


l'ransatlant« 


fluoridation of 


impressed with the 
water as 


should be 


express the 


recommend that the 
of controlling dental caries 


hey 


advisable i 


a means 
considered in thi 
that it 


instance to add fluoride to the water supplies o 


ountry 


view would be the first 


some selected communities. Simultaneously, 


certain other preliminary investigations should 
be made to determine, among other things, the 


level of ingestion of fluoride in this 


They also recommend that ‘in spite of 


present 
country 
the fact that the evidence of harmlessness is so 
strong as to be almost conclusive, research into 
the effects on health and disease of the con 

low levels of 
"he 
a whole, is a model of what such reports should 


tinued use of waters containing 


fluoride should be encouraged’ report, as 


be—well written, concise, and judicial in its 


summing up. (London: H.M. Stationery Office, 
price 55.) 

OFFICIAL NOTES 
Regional Planning of Diabetic Services In a 
memorandum on this subject (R.H.B. (53) 66; 
H.M.C. (53) 62; B.G 


expressed that ‘the requirements of diabetics 


(53) 64) the opinion ts 


can best be met by planning the provision of 


special Centres in support of the family doctor 


on a Regional basis so as to permit a concen- 


tration of expert supervision, the most advan- 
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tageous use of existing tac ilities, and the avail 


ability of adequate treatment within a reason 


able distance of the patient's home’. Such a 


need in patient and out patient 


linked 


smaller peripheral clinics so sited that patients 


would 


accommodation and 


centre 


should be vith 


do not normally have to travel more than 25 to 


30 miles for specialist supervision. It is suggested 
that an 


diabetn ind, 


in-patient bed 1 needed for e' 


on the estimate that there 


diabetics per 100,000 of population, th 

20 beds for an area with a population of 35¢ 
should be made for tuber 
Tuber 


concentrated in or 


Special arrangement 
pregnant, and ayed diabetic 
diabetic should be 
linked with 


hould be 


culous, 
' 

cuiou 

sanatorium close i diabetic « 


Pregnant diabetics treated 


maternity unit ociated with genera 
where 


Aved di ibetics 


‘ linn 


pecial fac lities for diabetu 


hould 


Vedre sco Tlea rr lid ; ¢ Conduct 
Vark Ill (RALB. (53) 64; H.M.LC. ( 
B.G. (52) 62) \ conduction Me 


hearing aid has been produce 


bone 
recent! 
supplic have begun 
there 
air-conduction Medre 
Mark III. This ts more 
Medrescos and may 


to hear 


centre Shortly, 


known 
powerful than earlier 


air-conduction therefore 


enable some people who are unable to 


hear with other model It has the further 


advantage of using batteries which will be 


about half the wemwht und size of those suppl ed 


l It will be in 


for use with earlher models hort 


supply for some time to come 


Industrial Injurtes Act Committee The Munis 
ter of National Insurance has appointed a com- 
mittee to review the present provisions of the 


Industrial Injuries Act under which benefit 1s 
vaid for diseases and for personal injuries not 
I H 

accident. The Committee’ 


caused by enquiry 


is concerned with the extent to which persons 
who claim they are suffering from diseases due 
to their employment should be eligible for the 
benefits of the 


At the moment 


special Industrial Injuries 


Scheme apart from the ‘injury 


by accident’ provisions, cover ts given only for 
certain specified occupational diseases, at present 
numbering forty. The Committee invite in 
terested individuals or organizations to submit 
evidence nm writing tor their consideration 
addressed to the 


Lewu? 


Insurance, 


Communications should be 
secretary of the Committee Mr. H.B 
M.B.E., Ministry of National 


John Adam Street, London, W.C.2 


Erratum In the article ‘Report on an 
orgamec mercury flressing ( ) Pra 


66), tor * asc line gauze resd ‘petrok 
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New sublingual/sublabial tablets 


SUBLINGS 


for the administration of 
Methyltestosterone or DOCA 


In Sublings the active principles are incorporated in an 
inert water-soluble, wax base which ensures that the tablets 
are readily dissolved and the hormone totaliy absorbed. 
Their smoothness of texture eliminates oral soreness and 


their agreeable flavour encourages retention in the mouth. 


@ COMPLETE HORMONE ABSORPTION 
@ IDEAL SURFACE AREA 
@ ECONOMICAL 
@ PLEASANT 





SUBLINGS SUBLINGS 


METHYLTESTOSTERONE DEOXYCORTONE ACETATE (DOCA 


Tablets containing 5, 10 or 25 mg. methyl- Tablets containing | ing. deoxycortone 
testosterone ; supplied in bottles of acetate ; supplied in bottles of 25, 100, 
25, 100, 250, 500 and 1,000 250, 500 and 1000 





Literature on request 


ORGANON LABORATORIES tTD 
BRETTENHAM HOUSE, LANCASTER rLace. Ww .G.2 
Tel. : TEMple Bar 6785-6-7, 0251-2 Grams : Menformon, Rand, London 
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» 
, 


fifty Dears Ago 


Ihe area of abdominal romance where the hea 


duodenum’ 
AUGUST, 


He English language is evidently in a flourtsh- 
ing condition if rapid growth is to be taken as a 
Editor in ‘Notes by the Way’ 
that ot recent 
be de scribed 


ricacidaemia 


test’, remarks the 
We fear 


formations 


however some the 


can only morbid 


as 


Such terms as “‘l ‘and “Appende« 
The newest gem 


it 


tomy” are certainly unhealthy 


of diction is “Optologist’’, a term which is 


sought to apply to prescribing opticians. As our 


readers will no doubt recollect from the days 


when they pursued their studies in the classical 
the Greek 


‘roasted’’, and an optologist should 


languages, word ¢éxtéq means 
baked”’ or 
be a specialist in the science of baking. Can ut 
be that a lurks the 


coined term, gently 


newly 
that 
to 


m 


it 


subtle sarcas in 
that 


to 


indicates 

ot 
urgeons to have their sight 
“half-baked”’, 
of ther 


and 


those who apply opticians instead 


qualified ophthalmic 
to be considered 


likely, the 


done 


corrected are 
that 


confidence, to be 


or they are as result 
brown’’?’ 
The editorial comment entitled ‘Drugs and 
the Hospital Fund Administrators’ 
strikes familiar to the ‘We 


who ad- 


Sunday 


note ear today 
regret that 
the Hospital 
de avouring to cut down the 
of the London Hospitals on a 
reduction the amount spent on drugs. We 
cannot think that this course or proper 


A committee of laymen cannot know anything 


a 


hear with the authorities 


minister Sunday Fund are en 


expenses of some 
by insisting 
in 
is 


wise 


about the use of drugs, and are therefore in this 


case interfering in matters beyond their pro 
By seeking to restrict hospital officers in 
risk of either 


inferior drugs on 


vince 
the 
causing the hospitals to use 


use of remedies they run the 
account of their cheapness, or of preventing the 
they con 
cise ase In 


will be 


physicians from making use of what 
needful for the of 
the effect of the interference 


sider treatment 
either case 
pernicious’. 

The symposium on gout, which occupied the 
continued this month with 
The Treat 
B 


at 


entire July issue, 1 


B. London write 
Carlsbad’, 


Prote ssor 


two articles on 
ment of Gout and ‘Thomas 
Futcher, Associate of Medicine 
Johns Hopkins University, Baltimore, deals with 


Metabolism 


pecial reference to the relationship between the 


in 


Some Points on n Gout: with 


1 of 


the 
Wilham Osler 


pancreas folded in the arm 


1903 


uric-acid and the phosphor acid elimination in 
the intervals and during acute attack 

Cecil Price MM B 
into the Causation of ‘Tuberculosis in Children 
Leonard Willams, M.D., M.R.C.P Assi 


Phy the German Hospital, discusses 
Penpheral Neuritis of the Alcohol 


Jone presents ‘An Enquiry 
tant 
clan to 


I'ype’, and 


Lord Moynihan, from the by 
Richard Jack (1928) in the Royal College 
of of i 


painting 
England 


surgeon 


write 


i 
Ihe 


S. Vere M.B and 
Lockhart FRA 
After-Treatment of Empyema in Infants 
In a detailed and lucid survey of “The 
of our Knowledge of Disease 
B. G. A. Moynihan, M.S., I 


stant Leed 
at 


M.RA 


~ 


Pearson 
Mummery, on 
Prese 

of the 
K.¢ 


General 


nt 
Position 
Pancreas - 


As 


admits 


Senior Surgeon In- 


firmary that ‘even the present time 


ind that a vreat 


the 


our knowledge fragmentary 


field yet lies before the imvestigator and 


Ihe 


occurrence 


though 


first 


vriter reminds that 


ot 


clinician u 


the tone in the pancrea 
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Firry Years AGo—continued was therefore passed into the ampulla, pressure 
recorded in 1667, a case recorded by him in the was made upon the head of the pancreas close to 
Lancet (1902, ti, 355) was the first in which a the duodenum, and the stone was lifted out 
diagnosis of calculus in this gland was followed The patient made a most satisfactory recover 


considered that and is now quite restored to health, being 


he 


by a successful operation I 
the evidence warranted a diagnosis of chron heavier and in better general condition than 
pancreatiti I'o explain the onset of this con has been for years’. ‘Diseases of the Pancrea 


dition I suggested that a pancreatic calculus was and their Surgical Treatment’ by Moynihat 


present that it transit down the canal of and Mavo Robson for long 
Wirsung had been attended by the attacks of textbook on that subject 
epigastric colin ind that as it approached the In his review of recent 
ampulla, an inflammatory condition had been diseases, R. Tanner Hewlett 

tarted in the common duct ind a= shght General Pathology and Bactertolog, 
raundice had thereby re Ite Upon thi College, mentions that in Northern Niger 
diagnosis I felt justified in ba rmyv sugyestion native employ Ocimum ride a lab 

for operative treatment. If chronic pancreatiti related to basil, to protect themselves fron 


were found and no cause Wil discoverable attack ot mosquito na 


the condition could be reheved by drainage ot Larymore as saying that i 


the gall-bladder; if a pancreatic calculus were room undoubtedly drove the mo 


found, it could be removed either from the and that by placing thre 


pancreatic duct or from the ampulla of Vater, if round his bed at night he wa 


it had travelled so far. I was bound to admit the unmolested without the use of squito-net 
ditheulties of the case; and though I pressed the It is interesting to be reminded that fift 


question of operation, [ felt that I could give no ago the suggestion was put forward that | 


definite undertaking as to its result’. At opera war ‘is not malarnal in nature, but 1 ! 


tion a lump was felt a short distance beneath the probability a severe form of Malta fever, cor 


mucous membrane of the ampulla of Vater plicated in a certain proportion of cases with 


he papilla was, therefore, laid open \t intercurrent attack of malaria \ remarkal 


the bottom of the ampulla a small object could outbreak of ankylostoma reported 


be seen, and the knife touching tt could be felt England—in the Dalcoath Mine in Corn 


to be impinging upon soft stone. A small scoop which affected a number of men W.R.B 
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with gilt lettering, price 5s. each, post free. 
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BUILDING RED BLOOD CELLS 





reaewia OF CONVALESCENCE 


PERIHEMIN® represents the greatest step forward yet 

made in the treatment of common anaemia, by means of a 

single form of medication. Already acknowledged 

the haematinic of choice in many hospitals in America, it 

is now being prescribed by physicians in the United 

Kingdom as a major therapeutic aid in the 
iron-deficient and many megaloblastic anaemias 


PERIHEMIN combines the principal known haemopoietic 
substances in a well-balanced formula, and is pre- 
sented in capsule form, providing maximum toleration 

and optimal dosage for the patient. 


Iron - - Folic Acid - Stomach 
FORMULA Liver si ce> 


Each capsule contains Ferrous 

Sulphate Exsiccated, 192.0 mg., 

Vitamin B 10 micrograms, Bottles of 100 and 1000 capsules 
FOLVITE Folic Acid, 0.85 mg., 
Ascorbic Acid (C), 50.0 mg., 
Powdered Stomach, 100.0 mg 
Insoluble Liver Fraction, 350.0 mg 


Ma>k 


Literature on request 
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TWO WEEKS’ TEST 


will tell you why 
more people are smoking 


\du MAURIER 


THE FILTER TIP CIGARETTE 


The purer the smoke the greater the enjoyment. 
That’s the simple principle behind the 
du Maurier filter. It allows nothing to spoil 
the true flavour of fine tobacco’ so 
ensuring complete smoking pleasure. But 

put it to the test— smoke du Maurier 

and nothing else for two weeks and 
discover for yourself the special 

appeal of these fine filter-tipped 


cigarettes. 


CORK TIP IN THE RED BOX 
PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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of Potassium * THE NEGLECTED MINERAL 


Valentine's Meat Juice, with its high content of soluble potassium salts 
(equivalent to 74-97 mg. KCI per cc.) together with other inorganic 
salts, meat bases and small amounts of soluble proteins is a valuable 
dietary supplement, furnishing practical amounts of potassium in 
palatable form. 
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—ACIMETION- 


OL-METHIONINE 


The only essential sulphur - containing 
amino acid 


The effect of methionine in protecting the 
liver against fatty degeneration and toxic sub- 
stances is due to the following factors :— 


1. The presence in the molecule of a sulphur atom 
which is concerned with the transsulphuration 


reactions. 


. The presence of a methyl group which 
is responsible for various transmethylation 


reactions. 


INDICATIONS 


Toxic hepatitis, hepatic cirrhosis, secondary 
anaemias, purpura, jaundice and debility: 


In packings of 50 and 250 tablets 
each containing 0.25 G. DL-Methionine 


Clinical samples and literature on request 


CONTINENTAL LABORATORIES LTD 








101, Great Russell Street, London, W.C.1 


Telephone: MUSeum 20423 © Telegrams: Taxolabs, Phone, London 


























Restoring day-to-day Rhythm 


When normal periodicity of peristalsis is inter- 
rupted, day-to-day rhythm may be restored by the 
administration Of I-so-gel. This natural laxative 
does not contain purgatives and it has a smooth 
mechanical action which stimulates normal peris- 
talsis. 


I-so-gel is invaluable in the treatment of habitual 
constipation and is particularly suitable for elderly 
and convalescent patients and diabetics. It is also 
indicated in mucous colitis, dysentery, hemorrhoids 
and intestinal flatulence. After the performance of 
colostomy, I-so-gel gives excellent results by solidi- 
fying the faces. 


1-SO-GEL 


Granules 


The gentle bulk laxative 
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